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Abstract 
This study investigates the use of a deliberative dialogue (DD) as a method of patient and 
public involvement (PPI) in decision-making and priority setting in service delivery and 
design. A single mixed methods case study was used to evaluate a DD that involved 
tenants of a rent-geared-to-income building as stakeholders alongside public health, 
primary care, and social services. Using quantitative survey data and inductive thematic 
analysis of project documents, focus groups, and field notes, we found that: (1) tenants 
highly valued actionable outcomes; (2) it is important to recognize diverse types of 
evidence and knowledge sharing; (3) engaged facilitation is important to balance 
stakeholder input; and (4) transparency throughout the process is important to maintain 
trust. Significant influence of the tenants on the planning process and DD discussions was 
identified. This study situates DDs within the PPI literature and recommends them as a 
viable method of PPI worth further investigation.  
 
Keywords 
deliberative dialogues, patient and public involvement, stakeholder collaboration, service 
delivery and design, case study, knowledge translation  
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Summary for Lay Audience 
Collaboration with diverse groups of stakeholders who are impacted by an issue is a 
strategy used to ensure that all sides of an issue are considered before setting priorities 
and implementing solutions. Patient and public involvement (PPI) in health and social 
care service delivery and design is growing more common as the merit of lived 
experience is increasingly recognized as a form of evidence and the importance of 
integrating end-user feedback in processes that affect them becomes more apparent. A 
literature review was conducted to identify the facilitators and barriers to conducting PPI 
in service delivery and design. One process that has not been used as a tool for PPI, 
despite incorporating numerous facilitators recommended in the literature, is deliberative 
dialogues (DDs). DDs bring together multiple stakeholder groups to discuss an issue with 
the input of scientific evidence, but have not yet incorporated lay community members as 
stakeholders. This thesis evaluated a DD that included tenants of a rent-geared-to-income 
building complex to identify solutions for improving their social environment in 
collaboration with public health, primary care, and service providers. The planning 
process and DD, both of which included community tenants, were evaluated to determine 
how their inclusion modified the traditional DD process, what accommodations were 
made, and the impact they had on the process as a whole. In total 34 participants attended 
the DD, 14 of whom were tenants. Twenty-eight surveys were completed by participants 
and five focus groups were held after the DD to collect participant feedback. All 
stakeholders involved highly valued the inclusion of tenants. We found that tenants 
expressed a need for actionable solutions and tangible DD outcomes, which are unusual 
in traditional DDs. This study identifies DDs as a viable PPI method and demonstrates the 
merit of recognizing community members as stakeholders in a DD. We recommend that 
when incorporating community members in DDs, an understanding of context is essential 
to mitigating power imbalances, balancing contradictory needs of stakeholders, and 
building trust. Viewing accommodations for community members as part of a holistic 
process demonstrates that barriers and facilitators are not always independent and must be 
balanced.  
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Chapter One: Introduction 
1.1   Background  
1.1.1  Knowledge Translation 
Policy makers and decision-makers within organizations and governments face a 
common issue when implementing research: research evidence is difficult to access and 
integrate and is therefore not being optimally translated into practice, action, and policy, 
leaving what is referred to as the know-do gap (Straus, Tetroe, & Graham, 2009). In 
addition to this issue, the dominant paradigm of evidence-based practice and evidence-
informed policy has left gaps in knowledge critical to successful implementation as it 
leaves little room for practical considerations that present barriers (Acharya, 2015; 
Glasby & Beresford, 2006; Langly & Dennis, 2011). This has driven researchers to 
redefine what constitutes “evidence” for uptake, recognizing a need to equally consider 
practical, experiential, and tacit knowledge (Elliot & Popay, 2000; Oliver & Duncan, 
2018; Oliver, Kothari, & Mays, 2019). 
Knowledge translation (KT) is a dynamic strategy used to combat these issues. KT is 
broadly defined as a process by which knowledge produced through research is 
synthesized and disseminated to knowledge-users to increase the uptake and efficient 
incorporation of research into action (Canadian Institutes of Health Research, n.d.; Straus 
et al., 2009). It promotes the dissemination of research, consideration for contextual 
applicability, and coordination of and collaboration between multiple groups of experts 
and stakeholders (Graham et al., 2006).  
1.1.2  Stakeholder Collaboration 
Experts and affected stakeholders offer varying insights about barriers and possible 
facilitators to an intervention or policy that a single professional body may not recognize 
(Lavis, Boyko, Oxman, Lewin, & Fretheim, 2009). Integrated knowledge translation is a 
practice in the KT field used to consult numerous stakeholders throughout the various 
phases of research and decision-making—from the identification of the problem to ensure 
change is focused where it is most impactful, during the execution of the research, and 
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throughout dissemination to ensure that information effectively reaches the intended 
audiences (Gagliardi, Berta, Kothari, Boyko, & Urquhart, 2015; Graham et al., 2006; 
Jacobson, Butterill, & Goering, 2003). Such processes build reciprocal relationships 
among stakeholders that encounter problems at various stages and provide the 
opportunity for input of experiential and tacit knowledge to produce more robust and 
applicable outputs (Graham et al., 2006).  
1.1.3  Patient and Public Involvement  
The value of engaging the public, or lay community members, as stakeholders is 
becoming increasingly recognized as the importance of integrating end-user opinions and 
feedback in processes that affect them becomes more apparent (Bate & Robert, 2006; 
Hopkins, 2010; Willow, 2016). Patient and public involvement (PPI) is a broad term that 
indicates the active involvement of lay community members in research, service delivery, 
and service design in health and social care, such that it is done “‘with’ or ‘by’ […] rather 
than ‘to’, ‘about’ or ‘for’ them” (Baines & de Bere, 2018; INVOLVE, 2012, p. 6). In this 
process, patients and the public are partners or participants in a collaboration with at least 
one other stakeholder (INVOLVE, 2012). PPI is increasingly reported in service delivery 
and design and is primarily recorded in the literature as case studies or evaluations of PPI 
in these areas (Crawford et al., 2003). This thesis focuses on PPI in service delivery and 
design at the meso level—that is, decision making process that influence services at an 
organizational level and impact a collective group or program (Bergerum, Thor, 
Josefsson, & Wolmesjö, 2014). PPI in service delivery and design includes any initiatives 
that intend to create, modify, or evaluate a service or how it is delivered in health or 
social care, and involvement ranges from consultation through consumer feedback to 
equal partnership on a board or committee with decision-making power (e.g. Djelloui et 
al., 2018; Sandvin Olsson, Strøm, Haaland-Øverby, Fredriksen, & Stenberg, 2020).  
There has been hesitancy from providers and organizational leaders to engage and 
involve lay community members in decision-making processes that treat them as equal 
stakeholders (Goodhew, Stein-Parbury, & Dawson, 2019). While the public can provide 
valuable input and unique perspectives, some researchers, organizations, and professional 
stakeholders worry that a lack of knowledge about the procedures, bureaucracy, and 
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jargon might complicate and disrupt the process (Brett et al., 2014; Kovacs Burns, 
Bellows, Eigenseher, & Gallivan, 2014). However, translating all discipline-specific 
jargon for lay members may impede the process and lose contextual meaning for other 
stakeholders, necessitating a fine balance of stakeholders’ needs (Oliver et al., 2001). 
Because of the concern that lay members of the public may not understand the guidelines 
and procedures that define research, policy, and organizational priority setting, some 
researchers and decision-makers may prefer to consult the public for feedback about 
proposed ideas rather than co-create the policies and services as equal stakeholders 
(Djellouli, Jones, Barratt, Ramsay, Towndrow, & Oliver, 2019; Goodhew et al., 2019; 
Fudge, Wolfe, & McKevitt, 2008).  
The mandated use of PPI in several international health systems and organizations has 
contributed to an abundance of cases in which the involvement of public participants is 
tokenistic and the effectiveness of PPI is difficult to measure and track (Lavis, Paulsen, 
Oxman, & Moynihan, 2008; van Deventer, McInerney, & Cooke, 2015). For example, in 
the United Kingdom, the Health and Social Care Act 2001 mandates the consultation of 
health services users in the evaluation, planning, organizing, and development of NHS 
services—a significant impact on PPI, considering that the majority of PPI activities are 
recorded in the United Kingdom (House of Commons Health Committee, 2007). 
Although guidelines and mandates have been created that encourage patient and public 
involvement and consultation, considerations need to be made by organizations and 
researchers for how to include them as unique stakeholders with consideration for their 
diverse abilities, expectations, and experiences. This necessitates identifying what 
facilitates and impedes their inclusion and how to best prepare hesitant providers and 
decision-makers for the impact of their involvement on the decision-making process. 
1.2  Literature Review 
I undertook a review of the literature to determine the barriers and facilitators recognized 
in PPI in service delivery and design, recommendations for conducting PPI effectively, 
and what impacts are reported as a result of accommodations made to these processes to 
include public participants. A search for peer-reviewed literature published between 1995 
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and 2020 was conducted in the electronic databases MEDLINE, Embase, PsycInfo, 
CINAHL, The Cochrane Library, and The Campbell Collaboration. A comprehensive list 
of search terms and subject headings can be found in Appendix A. Only systematically 
conducted reviews were included in the search, due to the fact that the PPI literature is so 
expansive and covers a broad range of contexts and disciplines; 14 reviews were 
identified. Throughout this section, I use the term public participants to refer to patients 
and/or the public, unless a finding exclusively applies to one or the other. 
1.2.1  Patient and Public Involvement in the Literature 
The reporting of PPI is recognized as abundant in quantity yet consistently of poor quality 
and lacking in consistent and conclusive evidence of effectiveness or impact across 
contexts (Boivin et al., 2018; Harris et al., 2018). This is in part due to a lack of 
standardized reporting measures and perhaps a result of mandated PPI reporting in some 
journals, leading some authors to include scarce details of the involvement if it was not 
the focus of the research itself (Jacobs, Brindis, Kennedy, & Schmidt, 2018; Price et al., 
2018). Thus, despite the number of preliminary studies evaluating or reporting PPI, 
systematic reviews consistently fail to find strong, consistent evidence of effectiveness 
and it remains unclear whether PPI leads to improved quality of services or care 
(Bombard et al., 2018; Pagatpatan & Ward, 2017).  
This has led many authors of systematic reviews to conclude that there remains a need to 
continue building an effective and detailed evidence base (e.g. Crawford et al., 2003; 
Dalton, Chambers, Harden, Street, Parker, & Eastwood, 2016; Pagatpatan & Ward, 
2017). One barrier to exploring the current evidence is that the vocabulary surrounding 
PPI is extremely diverse, varies between countries, and has yet to reach a universal 
standard, limiting the ability of comprehensive literature searches to uncover all relevant 
studies (Djellouli et al.,2019; Kovacs Burns et al., 2014). One aspect of PPI in service 
delivery and design that systematic and scoping reviews have been successful in 
consistently identifying and generalizing are its barriers and facilitators (e.g. Bombard et 
al., 2018; Liang et al., 2015; Sandvin Olsson et al., 2020). Realist reviews have further 
explored barriers and facilitators as a way of investigating “what works for whom, in 
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what circumstances, in what respects and why” (Bergerum et al., 2018, p. 953; 
Pagatpatan & Ward, 2017).  
Throughout this literature many strategies for conducting and reporting PPI in service 
delivery and design are recommended, one of which is to consider the facilitators that 
encourage and sustain PPI as well as the barriers that 1) make PPI less effective (e.g. 
tokenistic involvement of public participants, unrepresentative sampling, lack of public 
participant confidence and capability) and 2) make PPI less appealing to organizations 
(e.g. large resource requirement, provider skepticism) (Bombard et al., 2018; Djellouli et 
al., 2019; Kovacs Burns et al., 2014). Despite the substantial emphasis on barriers and 
facilitators that appear across studies, the importance of contextual consideration remains 
heavily emphasized (Bergerum et al., 2014; Conklin, Morris, & Nolte, 2012; Pagatpatan 
& Ward, 2017). A table of barriers and facilitators identified in this literature review can 
be found in Appendix B. 
1.2.2  Levels of Involvement 
Carman and colleagues (2013) propose that there are three levels of patient and public 
involvement along a continuum: consultation, involvement, and partnership and shared 
leadership. This framework is echoed throughout the literature and mirrored in similar 
models: patient involvement, patient participation, and patient partnership (Grogan, 
Coughlan, Mahoney, & McKee, 2012); a hierarchy of low, mid, and high levels of 
participation (Bryant, Saxton, Madden, Bath, & Robinson, 2008); and a continuum of 
involvement ranging from gathering complaints and feedback (as a means of 
consultation) to experience-based co-design where public participants are involved as full 
partners (Bate & Roberts, 2006). These engagement types occur across three levels of 
health and social care systems: direct care, organizational design and governance, and 
policy making, commonly referred to by others as micro, meso, and macro levels of 
involvement (Carman et al., 2013; Sandvin Olsson et al., 2020; Walsh et al., 2016). These 
levels of involvement are important to consider when examining barriers and facilitators 
to successfully planning and implementing PPI, as different levels of involvement have 
varying goals and intentions (Carman et al., 2013; Walsh et al., 2016). Multiple authors 
have suggested that PPI is most effective and appealing for public participants when the 
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agenda or issue is not pre-determined such that they are simply re-affirming or giving 
feedback on a preconceived policy in a tokenistic manner (Bombard et al., 2018; Djellouli 
et al., 2019). A common suggestion is to engage participants at every stage of the process 
and with equal influence to other stakeholders, such that solutions address a ‘felt’ need 
that is explicitly expressed by the community (Brunton et al., 2017; van Deventer et al., 
2015). However, these suggestions arose from primary articles with partnered, high-level 
involvement, and the assumption that all patients want to contribute or engage at the 
highest level is a noted barrier in PPI and the application of facilitators at this level will 
not benefit patients who are or wish to be engaged in consultative roles (Bombard et al., 
2018; Kenny, Farmer, Dickson-Swift, & Hyett, 2015). Regardless, multiple reviews tend 
to report these findings without disaggregating by involvement type and level, leading to 
the generalization of barriers and facilitators that might not be widely applicable or 
transferable (e.g. Liang et al., 2018; Goodhew et al., 2019; Sandvin Olsson et al., 2020). 
1.2.3  Factors Shaping Public Involvement and Influence  
Professional Stakeholders’ Attitudes Toward Public Participants  
The largest barrier to PPI—both the initiation of recruitment and successful collaboration 
throughout involvement—is the attitudes of professional stakeholders (including 
providers, managers, and organizational leaders) toward PPI (Goodhew et al., 2019; 
Liang et al., 2018; Kovacs Burns et al., 2014). These barriers can be arranged into three 
categories: skepticism, fear of irrelevant and unachievable expectations, and 
unwillingness to share power. Skepticism toward the involvement of public participants 
included questioning their commitment, capability, and the value added. Many feared that 
public participants would not understand the jargon or technical process of decision-
making, held patronizing views toward their ability to articulate their thoughts or 
contribute meaningful ideas, and saw PPI as too inconvenient and time-consuming in 
relation to its benefits (Goodhew et al., 2019; Kovacs Burns et al., 2014; van Deventer, et 
al., 2015). Similarly, those in charge of making decisions or responsible for 
implementation feared that public participants’ lack of knowledge of the decision-making 
process and organizational constraints would produce ideas that were unachievable based 
on unrealistic standards of service delivery (Bombard et al., 2018; Goodhew et al., 2019). 
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This is not an unfounded concern, as organizations need to prepare for the possibility that 
public participants’ recommendations may not fit within their directives or goals, or that 
the focus of change may be rejected altogether (Kenny et al., 2015). Others anticipated 
strong and negative opinions from public participants and worried that they may limit the 
ability to reasonably collaborate (Bombard et al., 2018). Even more commonly reported 
was the reluctance of health care providers to relinquish power for fear of undermining 
their authority and compromising their roles (Bombard et al., 2018; Kovacs Burns et al., 
2014; van Deventer et al., 2015). 
Public Participant Confidence and Capabilities  
Many facilitators to aid public participants through the PPI process were recognized and 
consistent across the literature. They included accommodations such as using accessible 
language, clarifying objectives and roles, establishing mutual respect among stakeholders, 
providing feedback on when and why public participants’ input was used, and setting 
tangible goals (Bombard et al., 2018; Djellouli et al., 2019; Pagatpatan & Ward, 2017; 
Sandvin Olsson et al., 2020). Many of these facilitators specifically addressed the barriers 
that public participants lacked confidence in their ability to provide valuable input, were 
unfamiliar with the language and processes used, felt less capable than their professional 
counterparts, and experienced participation fatigue—especially as ill patients or 
vulnerable populations (Bombard et al., 2018, Goodhew et al., 2019; Kenny et al., 2015; 
Kovacs Burns et al., 2014; Liang et al., 2018). Such barriers were found to hinder 
collaboration throughout the process or increase hesitancy to participate on any level 
(Kovacs Burns et al., 2014). The corresponding facilitators rely on the cooperation and 
dedication of organizations and engagement leaders for initiation and implementation. 
Many solutions require additional time and leadership, such as training sessions and 
engaged facilitation, and the commitment of increased resources to compensate 
participants and fund additional meetings, for example to pilot participant-facing 
materials for comprehensibility (Bombard et al., 2018; Kovacs Burns et al., 2014). 
These suggested facilitators are not without their challenges, as some directly conflict 
with a reported barrier. For example, Bombard et al. (2018) and Sandvin Olsson et al. 
(2020) suggest that training public participants increases their confidence, familiarizes 
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them with the official process and jargon, and helps build relationships and trust between 
stakeholder groups. In contrast, van Deventer et al. (2015) suggest that too much or too 
specific training may decrease the authentic perspective these participants are wanted for 
and ultimately decreases the “collaboration” (p. 256). In other words, the more 
participants are integrated into the process, jargon, and professional team, the greater the 
chance that they will bring perspectives more geared to scientific findings within what 
they perceive to be the institutional limits, so a balance must be struck (Goodhew et al., 
2019). Given that time and resource allocation is an established barrier across PPI 
literature, and a cause for hesitancy to include public participants, it is notable that many 
facilitators call for greater commitments without addressing the strain on resources that 
organizations already face and which discourage some providers from initiating PPI 
(Goodhew et al., 2019; Kovacs Burns et al., 2014; van Deventer et al., 2015). 
Navigating Expectations and Anticipated Outcomes 
On the other hand, expectations from public participants are often high, as they expect a 
bridge between the PPI process and tangible outcomes (Liang et al., 2015), and the 
absence of concrete action may be perceived by as an unwillingness to listen from those 
in power (Pagatpatan & Ward, 2017) or indication that their engagement was tokenistic in 
nature (Djelloui et al., 2019; Kovacs Burns et al., 2014; van Deventer et al., 2015). 
Facilitators that mitigate these barriers included clarifying the goals and priorities of the 
project to maintain realistic expectations of public participants (Djelloui et al., 2019; 
Sandvin Olsson et al., 2020), establishing adequate resource allocation for 
implementation of suggested solutions (Pagatpatan & Ward, 2017), ensuring changes are 
made tangible (Sandvin Olsson et al., 2020), and ensuring there is regular communication 
about what inputs were used and rejected and why (Pagatpatan & Ward, 2017). Public 
participants’ perception that their input has been ignored can lead to involvement fatigue 
built up from negative and unfruitful experiences, perpetuating cycles of unwillingness to 
meaningfully participate (Kenny et al., 2015; Kovacs Burns et al., 2014). However, even 
with the best intentions to act on public participants’ ideas, the implementation of 
solutions may be hindered depending on their nature and compared to what resources 
were prepared, as the outcomes of PPI are unpredictable. Additionally, there may be 
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recommendations and outcomes that emerge from the process that are not consistent with 
the policies and procedures (Bombard et al., 2018).  
1.2.4  Recommendations for Planning and Implementation  
Many of the facilitators and enablers of PPI reported throughout the literature are framed 
as recommendations or presented as a solution to common barriers (e.g., Djellouli et al., 
2019; Kovacs Burns et al., 2014). General recommendations include having a willingness 
to be open and flexible to change throughout the process, listening and responding to 
public participants’ input, planning ahead with the proper allocation of time, staff, 
resources, and finances to support and sustain collaboration, and ensuring that sampling is 
broad and representative and not merely disgruntled participants participating due to 
sampling bias (Djellouli et al., 2019; Kovacs Burns et al., 2014). These facilitators and 
enablers represent what decision-making or collaboration processes were or could be 
modified in order to accommodate the inclusion of public participants. However, no 
reviews uncovered in this literature search provided detailed recommendations for how 
these changes should be implemented into the process. Only one review acknowledged 
that facilitators and barriers may interact and have additional impacts throughout the 
process beyond the point at which they are implemented, however this review was limited 
to PPI in quality improvement and focused heavily on PPI at the micro-level (Bergerum 
et al., 2014). 
1.2.5  Identifying Gaps in the Literature  
Numerous reviews of PPI in service delivery and design have demonstrably identified a 
strong evidence base of barriers and facilitators. They display commonalities across the 
literature and, despite gaps in some evidence to demonstrate the long-term outcomes or 
impact of PPI on quality of services, show that there is promise in the number of 
facilitators identified for effective and sustained involvement (Boivin et al., 2018; Harris 
et al., 2018; Sandvin Olsson et al., 2020). Additionally, there are very consistent theories 
around the levels and types of involvement, and some authors have begun to address the 
relationships between these (Carman et al., 2013; Walsh et al., 2016). Although primary 
studies in PPI service delivery and design span decades and PPI mandates in some health 
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systems such as the NHS are nearly 20 years old, the majority of reviews uncovered in 
this search were published in the last six years (House of Commons Health Committee, 
2007). This demonstrates a growing interest in and effort toward solving these problems 
with increasing progress. 
Although a significant effort has been made toward identifying the barriers, facilitators, 
and enablers of PPI in service delivery and design, particularly at the meso level, authors 
of such research maintain that central research questions remain unanswered (Pagatpatan 
& Ward, 2017). Although Carman and colleagues proposed, in 2013, that future research 
explore by what course of action factors (alone or in combination) have the greatest 
influence on patient engagement, that question has remained unanswered. Across the 
literature, it remains unclear how organizations or researchers might incorporate these 
facilitators to achieve meaningful and sustained PPI over the course of a project, as the 
barriers and facilitators reported in most systematic reviews and primary articles were 
described as separate events (Goodhew et al., 2019; Kenny et al., 2014; Sandvin Olsson 
et al., 2020).  
No literature was uncovered that reported how implementing changes to accommodate 
public participants might affect the other stakeholders or the process as a whole, although 
Kovacs Burns et al. (2014) acknowledged that each barrier must be considered within the 
partnership and process of each engagement framework. Despite the consistent 
documentation that time, effort, and resources are required to support the meaningful 
involvement of public participants, the process by which these resources should be 
allocated or the reaction of organizational staff to this increased demand rarely 
accompany such reports (Goodhew et al., 2019; Pagatpatan & Ward, 2017). Given that 
engagement leaders and organizational staff are widely skeptical of PPI and fear the time 
and resources it requires, it follows that incorporating accommodations to increase public 
participants’ involvement and comfort may be seen as a further inconvenience and strain 
on the process, compounding an existing barrier (Kovacs Burns et al., 2014; van Deventer 
et al., 2015). Additionally, many facilitators aim to provide an equal voice and role to 
public participants to encourage engagement and build trust, but professional stakeholders 
have been reported to fear losing authority and power in the process (Bombard et al., 
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2018; Goodhew et al., 2019; Kovacs Burns et al., 2014; van Deventer et al., 2015). Yet, 
no studies report how other stakeholders reacted to such changes or what compromises 
had to be made based on conflicting stakeholder barriers. Such reports may prepare 
organizers to navigate and harness any resulting conflict toward agreeable compromise 
and productive outcomes. Conklin et al. (2012) suggest that research into the perception 
of barriers and facilitators may inform “some possible indicators for the role of context in 
modifying the effect(s) of engagement” (p. 162). 
Despite the ongoing challenges to identify how to incorporate facilitators to meaningfully 
engage public participants, PPI remains a promising method of gathering diverse input to 
improve patient-centred services in health and social care that address relevant priorities 
(Sandvin Olsson et al., 2020). Finding more effective ways to carry out PPI and eliminate 
barriers to effective involvement may demonstrate security in conducting such endeavors 
and promote organizational leaders to engage in deeper levels of PPI—beyond tokenistic 
involvement—more willingly and encourage the use of PPI beyond when it is mandated. 
Therefore, despite the current gaps in the literature, is worth continuing to invest in 
identifying and overcoming these barriers. 
1.2.6  Deliberative Methods in Patient and Public Involvement 
After an expansive search of what enables effective PPI and encourages meaningful 
contributions from stakeholders, there remain barriers to translating input into actionable 
items and integrating those contributions with other factors that influence decision-
making (Bombard et al., 2018; Mitton et al., 2009). As demonstrated, such outcomes are 
important to establishing and maintaining trust and commitment from public participants. 
Final commitments to change must also factor in other stakeholder perspectives, political 
judgement, resource availability, scientific evidence, and willingness to change (Mitton et 
al., 2009). However, Mitton et al. (2009) found that one quarter of cases they studied did 
not discuss how these factors were integrated in priority setting and resource allocation, 
and 56% of the 190 analyzed cases did not address or attempt to resolve this issue. 
Because many types of engagement do not integrate scientific evidence or weigh the 
needs of all stakeholders simultaneously, input from public participants may be obsolete 
once these factors are considered (Bergerum et al., 2019; Sandvin Olsson et al., 2020; van 
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Deventer et al., 2015). Primary studies across multiple fields found that using deliberative 
and democratic dialogue techniques, such as policy dialogues, allowed for the expression 
of diverse of views, shared understanding, and the ability to come to consensus that is 
more likely to consider these issues of implementation (Sandvin Olsson et al., 2020). 
An established democratic dialogue technique found in the policy literature is deliberative 
dialogue (Lavis, Boyko, & Gauvin, 2014). These dialogues are meetings of various 
stakeholder groups with the intent of discussing a common issue based on experiential 
input and solutions proposed in the scientific literature (Culyer & Lomas, 2006; Lavis et 
al., 2014). This type of dialogue allows a space to build mutual understanding and creates 
a feedback loop between stakeholders involved at different levels of the system, including 
decision-makers, so that barriers to implementation can be recognized and overcome 
collectively (Boyko et al., 2010). Despite fulfilling key criteria to enable PPI and 
overcome recognized barriers, deliberative dialogues have not been explored as a 
mechanism of PPI where policy dialogues are recommended. Despite the recognition that 
public participants are viable stakeholders that may be considered for deliberative 
dialogues, those recorded in the literature traditionally involve only professional 
stakeholders (e.g. Moat, Lavis, Clancy, El-Jardali, & Pantoja, 2014; Ridde & Dagenais, 
2017). Other policy dialogues have included public participants, such as citizens’ juries 
and public deliberations, but these traditionally do not incorporate other stakeholder 
groups simultaneously and therefore do not share the barriers and facilitators surrounding 
stakeholder skepticism, expectations, and power dynamics that arise as a result of 
interactions between different stakeholder groups in the collaboration (Soloman & 
Ableson, 2012; Street, Duszynski, Krawczyk, & Braunack-Mayer, 2014). 
1.3  Research Objective 
The purpose of this study was to evaluate the planning and implementation of a 
deliberative dialogue that involved community members as stakeholders. In this study, 
planning and implementing the deliberative dialogue is the object of research rather than 
a method of research used to collect data within a research project.    
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This research is significant because it explores deliberative dialogues as a method of PPI 
in service delivery and design. Although deliberative dialogues are a type of stakeholder 
collaboration that address numerous barriers to effective PPI, they have not yet been 
examined in the PPI literature. It is important to investigate this novel method of PPI 
because it has the potential to overcome numerous barriers that exist in PPI partnerships, 
as identified in the literature (Sandvin Olsson et al,. 2020). It is difficult to extrapolate 
lessons from the broader PPI literature because, despite the commonality in barriers and 
facilitators across multiple levels and methods of PPI, some issues related to effective PPI 
are particular to the category of public participant, method of involvement, and context 
and it is therefore difficult to infer transferability to a novel method of involvement 
(Bergerum et al., 2014; Sandvin Olsson et al., 2020; van Deventer et al., 2015).  
The structured approach that deliberative dialogues apply to priority setting and decision-
making has significant implications for knowledge translation, PPI partnerships, and 
public participant empowerment. Deliberative dialogues position both scientific research 
and stakeholder input as evidence considered in the discussions which facilitates and 
legitimizes different ways of knowing (Boyko, 2010). Typically, stakeholders engaged in 
deliberative dialogues in a professional capacity contribute tacit and experiential 
knowledge as it relates to implementing solutions and research in their own practice and 
local context (Lavis, Boyko, & Gauvin, 2014). When the issue being discussed will 
impact patients or the public, or depend on their cooperation in successful 
implementation, the lived experiences, expectations, and opinions of public participants 
becomes equally relevant. The structured approach to deliberative dialogue discussions 
allows the tacit and local knowledge of participants to be considered as equal evidence in 
decision-making, which can give legitimacy to public participants’ positions as 
contributing stakeholders with inherently meaningful contributions.  
Deliberative dialogues also position all stakeholders in the discussion to contribute 
equally by virtue of their lived experience, which may empower participants as it avoids 
tokenistic contributions (Bombard et al., 2018). Bringing all parties to the table at once is 
important to building an equal partnership and enabling active collaboration, in situations 
that full partnership and co-design are ideal. In contrast, consulting the public as an 
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afterthought or trying to capture their views beforehand as evidence to be provided for 
others to discuss produces unidirectional sharing of knowledge. In a deliberative 
dialogue, public participants would have the opportunity to provide feedback on the other 
stakeholders’ ideas and solutions. This means that gaps obvious only to service users may 
be addressed as solutions are proposed and prevents professional stakeholders from 
selecting and interpreting solicited public participant feedback based on how it fits their 
narrative or pre-existing decisions (Djellouli et al., 2019; van Deventer et al., 2015).  
As a promising method of PPI it is important to evaluate the potential of deliberative 
dialogues and their relevance to the literature, as such strategies require large 
commitments of time and resources, so planning them efficiently to avoid barriers to 
meaningful and impactful involvement is paramount. 
1.3.1  Research Questions  
1. How does the traditional deliberative dialogue model need to be adjusted to 
include diverse views from decision makers and community members? 
2. How do all stakeholders, including community members, perceive and respond to 
the inclusion of community members in a deliberative dialogue? 
3. What impact does the inclusion of community members in the collaboration have 
on the process of planning the deliberative dialogue and course of the deliberative 
dialogue discussions?   
1.4  Thesis Outline 
This integrated article thesis consists of four chapters. Chapter one has described the 
larger PPI literature in which the deliberative dialogue case study is situated. Chapter two 
is a methods section that describes the paradigm, methodology, and methods used 
throughout this study and describes the setting in which the study took place. Chapter 
three represents a stand-alone manuscript of a mixed methods case study evaluating a 
deliberative dialogue. As a consequence of an integrated article thesis, some repetition in 
the methods sections of chapter two and three is necessary. The methods section in 
chapter two describes why the methods of data collection and analysis were suitable for 
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this study. The methods described in the chapter three manuscript inform the reader of 
what was done to collect and analyze data, at a level of detail and brevity consistent with 
similar literature.  
Chapter 4 situates the case study research within the larger PPI literature, discussing 
conclusions and implications in the context of existing PPI literature in service delivery 
and design.  
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Chapter Two: Methods 
2.1  Paradigm and Methodology  
2.1.1  Pragmatism 
Pragmatism was popularized as a philosophical movement in the late 1800s and has more 
recently been used as a paradigmatic approach to cohesively conduct mixed-methods 
research (Morgan, 2014; Parvaiz, Mufti, & Wahab, 2016). Pragmatism positions the 
research question as the focus of methodological choices, determining the best and most 
practical approach to understanding a problem or discovering a solution dependent on 
what that problem is (Parvaiz et al., 2016). Although pragmatists accept that reality is 
influenced by historical, cultural, and social contexts, they are not guided by an ontology 
about the truth of reality, but rather the method of research and path to understanding 
within the reality that the problem itself is situated (Feilzer, 2010; Morgan, 2014). 
 This research was conducted pragmatically for multiple reasons. First my research 
questions were determined by the course and available data of a larger, pre-existing 
research project within which my study was embedded, as well as the previous literature 
necessary to make comparisons (i.e., how a traditional deliberative dialogue was 
adapted). This is in contrast to research questions being determined by methodology or 
theory, as is typical for other paradigms (Parvaiz et al., 2016). Thus, the research methods 
were then chosen to suit the research questions asked. Second, it is necessary for this 
research to take a mixed methods approach in order to compare key features to previous 
literature (i.e., Boyko et al., 2016; Lavis et al., 2014; Moat et al., 2014) while also using 
qualitative methods to evaluate numerous sources of data to evaluate the interactions 
between stakeholders and the impact public participants had on the planning process and 
deliberations. This philosophical position permitted this study to integrate qualitative and 
quantitative approaches which provided a more comprehensive understanding of the 
phenomenon. Pragmatism allows for both research methods to exist within the same 
study without concern for contradicting ontologies guiding research decisions and 
knowledge claims, which are typically very distinct between paradigms that use only 
qualitative or quantitative methods (Feilzer, 2010; Parvaiz et al., 2016). Finally, 
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pragmatism is not guided by its epistemology or ontology and therefore the research is 
not restricted in what it may generate as knowledge claims (Pravain et al., 2016). 
Therefore, the discussion and conclusions drawn from the data are guided by the research 
questions, methodology, and—where applicable to qualitative data—adherence to 
qualitative thematic analysis guidelines so that they directly reflect the data and answer 
the research questions, rather than being constrained to an epistemological understanding 
of ‘what constitutes knowledge’(Fereday & Muir-Cochrane, 2006; Nowell, Norris, White, 
& Moules, 2017). 
2.1.2  Case Study Methodology 
This thesis was guided by case study research methodology. A case study approach, as a 
methodology, allows a single phenomenon to serve as the unit of analysis so that it may 
be studied in-depth, especially when the phenomenon of interest cannot be separated from 
the context (Baxter & Jack, 2008; Cope, 2015). Stake (2005) declares that "case study is 
less of a methodological choice than a choice of what is to be studied” (p.443). This 
outlook fits well within the pragmatic paradigm and the pre-determined nature of this 
project setting, given that this study was largely driven by the case, context, and research 
questions themselves rather than built from a theory or methodology up (Jacobs, 2010; 
Stake, 1995). 
Case studies diverge from other methodologies by attempting to uncover the why and 
how, not the what, of a phenomenon in a real-life setting, and are therefore concerned 
with the situational factors and interrelationships within the context (Cope, 2015; Polit & 
Beck, 2010). This is achieved by collecting data from multiple, varied sources to build a 
detailed and comprehensive understanding of the phenomenon from various perspectives 
(Merriam, 2009; Stake, 1995; Yin, 2014). Three prominent methodologists have 
influenced case study methodology: Merriam (2009), Stake (1995), and Yin (2014). Yin 
(2014) approaches case studies from a positivist standpoint, valuing objectivity, validity, 
and generalizability. The formation of a case relies heavily on this positivist view; Yinian 
case studies begin with a prior theoretical assumption that include propositions based on 
those assumptions about the state of the world (Yin, 2014; Yazan, 2015). The case is then 
driven and framed based on this theoretical underpinning. Merriam and Stake define 
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qualitative case studies from a constructivist standpoint but vary significantly on how the 
case is constructed and data is collected and reported (Yazan, 2015; Cope, 2015).  
Merriam (2009) begins with the construction of a theory based on a literature review, 
from which a sample is selected to study. She provides a comprehensive guide to 
collecting and analyzing data in order to provide a strong representation of the 
researchers’ filtered interpretations (Yazan, 2015). In contrast, Stakian case studies are 
designed around the research questions and led by either the case itself (intrinsic) or the 
issue (instrumental) (Stake, 1995; Yazan, 2015). Stake (1995) allows flexibility in the 
collection and analysis of qualitative data, so long as it is holistic, empirical, interpretive, 
and emphatic. Unlike Merriam (2009), Stake’s data analysis is not necessarily dependant 
on constructivist epistemology (Yazan, 2015). He suggests two general strategies to 
analyze data but maintains that “[e]ach researcher needs, through experience and 
reflection, to find the forms of analysis that work for him or her” (Stake, 1995, p. 77).  
This thesis draws on Stake’s (1995) approach to a single intrinsic case study. Although 
Stake (1995) follows a constructivist approach, the flexibility in his data collection, 
analysis, and reporting are adaptable to a pragmatic paradigm while maintaining the 
integrity of the elements in his qualitative approach because they are not necessarily 
grounded in the constructivist epistemology (Yazan, 2015). Stake (1995) allows the 
progression of the methods to be led by the case and issue questions, compatible with the 
pragmatic design of this project. 
The goal of a single case study is to provide a detailed and holistic account of a 
phenomenon within a bounded context (Cope, 2015). In other words, the limit of what 
data can be collected and analyzed is set by the boundaries of the case unit. In this study, 
the deliberative dialogue is a bounded unit and the data sources are limited to the 
processes and participants involved in the planning and implementation of this single 
event. To contribute to this holistic understanding, some case study methodologists 
incorporate mixed methods (Plano Clark et al., 2013; Yin, 2014). This study follows an 
“embedded” design, in which data is primarily qualitative, but is supplemented by a small 
quantitative component that adds perspective to one aspect of the analysis for a richer 
understanding (Plano Clark et al., 2013, p. 220).  
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Further, single Stakian case studies do not strive for generalizability. With their purposive 
sampling and contextual dependence, case studies instead describe what insights can be 
learned about the case within its own context and with acknowledgement of the 
interrelationship between that context and the phenomenon of interest (Stake, 2005; 
Flyvbjerg, 2006). Situated within a pragmatic paradigm, this is consistent with the 
development of research questions and data collection methods to best suit the confines of 
the study. To maintain rigor and accountability for the knowledge claims that are 
produced as a result of this case study analysis, a reflexive journal was maintained 
throughout the project to document initial reactions and interpretations and minimize bias 
(Taylor & Thomas-Gregory, 2015).  
2.1.3  Mixed Methods Design 
A mixed methods research design uses both qualitative and quantitative data to take 
diverse approaches to answering research questions which either approach alone could 
not comprehensively examine (Johnson, Onwuegbuzie, & Turner, 2007; Onwuegbuzie & 
Hitchcock, 2017). The purpose of taking a mixed methods case study approach to this 
research was two-fold: expansion and diversity of views (Bryman, 2006; Greene, Valerie, 
Caracelli, & Graham, 1989). First, it allows expansion of the inquiry by employing 
different methods that best capture different components of the research question (Greene 
et al., 1989). In this study, qualitative methods were used to address all research questions 
and capture themes which arose organically in meetings (captured in meeting minutes or 
observational field notes) or prompted in open-ended survey questions and focus groups. 
Quantitative methods were used to assess the favourability of key features of the 
deliberative dialogue and the dialogue as a whole using Likert scales in the participant 
survey, allowing for key features to be ranked, the responses of stakeholder groups to be 
compared, and the results of the survey to be directly compared to other studies in the 
literature that employed similar evaluations (e.g. Boyko et al., 2014; Lavis et al., 2014). 
While the qualitative data collection was necessary for contextual understanding of 
participants’ views and ideas, the quantitative survey component of this mixed methods 
approach also allowed for diversity of views (Bryman, 2006). The survey data allowed us 
to explore relationships between stakeholder groups (where stakeholder group is the 
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variable) and quantifiable views of the deliberative dialogue features that would not be 
possible through qualitative data alone (Bryman, 2006; Schoonenboom & Johnson, 
2017). Because the majority of the data collected was qualitative, and the quantitative 
data was not dependant on nor driven by the results of the qualitative data, this study was 
a qualitatively driven, concurrent independent design that was planned before the data 
collection began (Schoonenboom & Johnson, 2017).  
The qualitative and quantitative data were integrated at two points. First, integration took 
place with the results of the survey data. Quantitative data from the survey is reported to 
establish the relationships between stakeholder groups and their evaluation of numerous 
key features, as well as overall ratings of features and the deliberative dialogue itself. At 
this point qualitative data from the open-ended survey questions were integrated (where 
applicable) to provide context to the relationships and ratings that emerge 
(Schoonenboom & Johnson, 2017). Qualitative data collected from focus groups, field 
notes, and meeting minutes were not integrated with the survey data. No other qualitative 
and quantitative data were presented as integrated results.  
Second, all data—qualitative and quantitative—were integrated at the inferential stage 
(Teddlie & Tashakkori as cited in Schoonenboom & Johnson, 2017). The themes that 
emerged from the analysis and reported in the discussion sections of this paper represent 
both qualitative and quantitative data and the overall conclusions take into consideration 
both datasets.  
2.2  Setting  
This thesis contains a study that was embedded in a larger, pre-existing project, the 
context of which is important to situate the current study. The larger project was a two-
phase study by led McMaster and Western University researchers (referred to as the 
INSPIRE project) that took place in a rent-geared-to-income housing complex in an urban 
city in Southwestern Ontario. Figure 1 depicts the focus of this current study in relation 
to the INSPIRE project phases. Overall, the INSPIRE project aimed to improve 
neighbourhood health using an adapted Dutch step-wise approach (Storm, van Gestel, van 
de Goor, & van Oers, 2015). The goal of this project was to strengthen collaboration 
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between primary care, public health, social services, and community tenants living in the 
housing complex with 565 tenants. In phase one, a Core Working Group was established, 
and a Community Health Profile was created that profiled the neighbourhood and 
population living in the complex. In phase two of this study a deliberative dialogue was 
planned and implemented. The topic and issues addressed during the deliberative 
dialogue were informed by the Community Health Profile with the goal of identifying 
actionable solutions and embedding plans for next steps with the appropriate actors. This 
current study evaluates the planning process and implementation of the deliberative 
dialogue which comprised phase two of the INSPIRE project. 
Figure 1: INSPIRE Project Phases. 
 
The current study is situated within the two-phase INSPIRE project, with select inputs from phase one to the 
deliberative dialogue.  
2.2.1  The Planning Process 
The deliberative dialogue was planned through a collaboration between three teams: the 
research team, an existing Steering Committee, and the INSPIRE Core Working Group. 
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The Steering Committee aimed to integrate all activities conducted through the INSPIRE 
project as well as give input on the deliberative dialogue topic and invitees. The teams 
met individually at regular intervals and collaborated throughout the planning process; 
members of the research team attended all meetings. The teams met between January 
2019 and May 2019 to plan the deliberative dialogue, create participant-facing materials, 
and modify evaluation materials. Decisions made throughout the planning process 
included which topics were of interest, who would be invited, when it would be held, and 
what information would be provided to participants. All meetings followed a formal 
agenda, minutes were recorded, and field notes were taken by members of the research 
team. 
2.2.2  The Deliberative Dialogue 
The deliberative dialogue took place over one 4.5-hour session. Participants were divided 
into four small groups which consisted of seven to nine participants, a facilitator, and a 
note taker who recorded the topics discussed and contributions of each stakeholder group 
(see Appendix C for the small group facilitator guide for topic one). Throughout the day 
there were two small group sessions, during which each group discussed two of the four 
issue topics and came to a consensus on the most practical or feasible solution (see 
Appendix D, pages 4 to 7, for a summary of the issues). Both small group sessions were 
followed by a plenary session with the entire large group to report their selected solution. 
Following the second large group session, participants voted in a dotmocracy, where they 
were given three stickers colour-coded to their corresponding stakeholder group and 
asked to identify priorities for action by sticking them to solution(s) from the plenary 
session, divided by multiple timelines they decided were feasible. Finally, participants 
were asked to complete a paper survey at the end of the deliberative dialogue.  
2.2.3  Sample 
The deliberative dialogue was attended by 34 participants—including tenants, service 
providers, social services, and primary care—and nine researchers. All participants were 
purposefully selected by members of the Core Working group; professional stakeholders 
based on their role in the building complex or decision-making capacity on the related 
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issues and tenants based on their knowledge of the building and ability to contribute (see 
Appendix E for a list of tenant selection criteria). All tenants were invited to the post-
deliberative dialogue focus groups (save tenants who were members of the Core Working 
Group for the one-month focus group) and professional stakeholders were purposefully 
selected by members of the research team based on engagement, contributions to the 
dialogue, and to represent stakeholders from different small groups to ensure all issues 
and group compositions were represented. 
Twenty-eight participants (82%) responded to the paper survey distributed at the end of 
the deliberative dialogue. This indicated that the majority of participants identified as 
tenants (n=13), followed by social services (n=5), public health (n=3), primary care 
(n=1), and other (n=6), including funders and hospital/home care staff.  
2.3  Data Collection 
Meeting agendas and minutes were collected for all Core Working Group, Steering 
Committee, and research team meetings, which included the time, date, and location of 
the meetings, who was in attendance (including the stakeholder group to which they 
belonged), agenda topics, and any key discussions and decisions made, including any key 
contributors to discussions. In addition, I recorded field notes to add context to 
discussions and decisions on a level which meeting minutes may not have captured, as 
well as observations of themes, tensions, or concerns raised throughout the meeting. 
These notes closely detail the discussions and contributions of each stakeholder. 
Background documents available from phase one of the INSPIRE study, including the 
Community Health Profile and meeting minutes, were reviewed to inform understanding 
of the building context in which this study took place. 
On the day of the deliberative dialogue, a 29-item paper survey was distributed to 
dialogue participants, which included classification, open-ended, and rating scale 
questions (see Appendix F). The survey was created by the McMaster research team for 
the purpose of the INSPIRE study and was adapted from Storm et al. (2015) for the 
principle purpose of evaluating a Dutch Step-Wise approach. For the purpose of this 
thesis, seven additional questions were added, which were modified from a survey to 
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evaluate a previous deliberative dialogue (Boyko et al., 2016). Modifications were made 
to directly align with this study’s aims and compare the survey results to that of previous 
research (e.g. Boyko et al., 2016; Lavis et al., 2014). Questions relating to this study 
measured the favourability of key deliberative dialogue features, perceptions of the 
inclusion and contributions of each stakeholder group, and impression of the overall 
deliberative dialogue. Due to time constraints and input from stakeholders that tenants of 
the buildings have experienced survey fatigue in the past and should not be given a 
lengthy evaluation, the research team selected key features of the deliberative dialogue to 
evaluate and was unable to include all twelve key features commonly evaluated in the 
literature.  
Five focus groups were conducted with key participants from the deliberative dialogue to 
explore participants’ perception of the deliberative dialogue, feelings about the inclusion 
of tenants as stakeholders, and suggestions for improvement. One tenant focus group and 
two professional stakeholder focus groups were held one-month post-deliberative 
dialogue, followed by one tenant and one stakeholder focus group six months post-
deliberative dialogue. All focus groups were conducted as part of the INSPIRE project 
and some lines of questioning were not relevant to this thesis as they focused on 
collaboration beyond the deliberative dialogue and tracking the outcomes and actions as a 
result. One month following the deliberative dialogue, focus group participants were 
asked about their experience at the deliberative dialogue, feedback about the process, key 
features, and stakeholder representation. At six months post-dialogue focus group 
participants were asked about the impact of the deliberative dialogue and their awareness 
of any actions taken as a result of the dialogue. Participants received a copy of the focus 
group questions prior to their participation (see Appendix G for focus group facilitator 
guides). All focus groups were digitally audio recorded and professionally transcribed 
verbatim.  
2.4  Data Analysis 
2.4.1  Qualitative Analysis 
The meeting notes and agendas, field notes, focus group transcripts, and open-ended 
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survey responses were uploaded to NVivo 12 and coded using inductive thematic analysis 
at a semantic level (Braun & Clarke, 2006). Thematic analysis allows researchers to 
identify, categorize, and interpret themes within large and diverse sets of qualitative data 
(Braun & Clarke, 2006; Nowell et al., 2017). The approach allows flexibility within 
various paradigms and epistemologies and was therefore suitable within the pragmatic 
paradigm of this research study (Braun & Clarke, 2006). 
Inductive thematic analysis allows themes to emerge from the data itself rather than a pre-
conceived coding framework (Nowell et al., 2017). This approach was selected because 
we intended to capture the tenants’ experiences; allowing the data to lead the themes 
permitted the tenant voice to guide the analysis rather than restricting the coding to 
existing theories and frameworks. Further, the topics and feelings broached may have 
been unpredictable. For similar purposes, semantic/explicit level coding was used to 
categorize themes and extract surface-level meaning from the data, without speculating 
beyond what was directly expressed by participants in focus groups or during meetings 
(Braun & Clarke, 2006). Given the nature of the tenants’ inclusion and the pragmatic 
approach to the research I felt it would be inappropriate to prescribe deeper ideologies 
and assumptions underlying the expressions of the tenants’ own experiences (by using 
latent level coding), as the focus of their inclusion is the empowerment to represent their 
own realities. 
The coding process followed six phases, as originally described by Braun and Clarke 
(2006): 1) familiarizing yourself with your data; 2) generating initial codes; 3) searching 
for themes; 4) reviewing themes; 5) defining and naming themes; and 6) producing the 
report. Building on this work, Nowell et al. (2017) provided guidelines to follow these 
steps such that the research is most likely to fulfill the trustworthiness criteria of Lincoln 
and Guba (1985), including credibility, transferability, dependability, and confirmability. 
Consistent with Nowell et al.’s (2017) guidelines, all datasets were read through once to 
familiarize myself with the data and I referred to field note observations and reflexive 
notes for themes that became apparent during data collection. During a second read-
through, initial codes were generated as they emerged. Upon grouping and reviewing the 
themes, some were separated, deleted, and added to best represent the data. At this point 
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the coding scheme and themes were reviewed by my supervisor and committee to 
determine whether they were clear and comprehensive (Nowell et al., 2017). I revisited 
and re-coded the data a final time so that themes that emerged later in the initial coding 
and throughout phase four could be recognized in earlier datasets. As Nowell et al. (2017) 
declare, moving through these six phases is not a linear process and so as new codes 
emerged, phases two, three, and four were repeated until all data had been coded and no 
additional themes appeared or were removed. At this point, themes were grouped and 
named. I maintained reflexive notes during the coding process and noted any significant 
shifts in the codes as I analyzed more data. To avoid analytical—or coding—drift, I 
revisited these notes while recoding my data with new themes to ensure that they 
reflected emergent themes rather than a shift in my internal definitions (Braun & Clarke, 
2006). 
2.4.2  Quantitative Analysis 
Survey results were analyzed to compare the responses by stakeholder group (i.e., tenant, 
social services, public health, and other) regarding the overall rating and key features of 
the dialogue. The quantitative data from the rating scale questions were analyzed using 
descriptive statistics (Marshall & Jonker, 2010). The responses were grouped by 
stakeholder and the mean and mode were calculated for each question. This was achieved 
by assigning a value of “1” to the response “strongly disagree” and a value of 5 to the 
response “strongly agree”. While statistical significance cannot be drawn across groups 
due to a small sample size, this allowed me to rank the favourability of key features 
between and within stakeholder groups. While Boyko et al. (2016) derived the mean from 
their Likert scale because they placed numbers (1-7) below the responses (strongly 
disagree to strongly agree), Liddell and Kruschke (2018) argue that numerically labelling 
the responses underneath or beside these options do not make the scale less ordinal. 
Therefore, it is justifiable to derive a mean from a scale that is not numbered if it is also 
justified when numbers are present (such is the method of Boyko et al. (2016) and Lavis 
et al. (2014)).  
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2.5  Ethical Considerations 
This study was approved by the Western University Non-Medical Research Ethics Board 
(NMREB; Appendix H) and the Hamilton Integrated Research Ethics Board. Informed 
consent was provided by all participants including members of the Core Working Group 
and Steering Committee.   
All members of the Core Working Group and Steering Committee signed a Letter of 
Information and Consent to participate in the McMaster research project before this study 
took place. As approved by the Western NMREB, these documents were de-identified by 
a member of the McMaster research team before they were reviewed for this project. 
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Chapter Three: Case Study Manuscript 
3.1  Abstract 
Background: Deliberative dialogues (DDs) are a collaborative tool used in policy 
making and health care research to enhance knowledge exchange and research 
implementation strategies. They allow organized dissemination and integration of 
relevant research, contextual considerations, and input from a variety of stakeholder 
perspectives on the issue. Despite recent interest in involving consumer, patient, and the 
public’s perspectives in the design and development of health care services, DDs 
typically involve only professional stakeholders and the literature has yet to appropriately 
explore DDs that include affected community members. This study evaluated a DD that 
took place in May 2019 and involved affected tenants of a rent-geared-to-income building 
complex in Southwestern Ontario. As part of a larger two-step project to improve 
neighbourhood health, this community-led DD was developed to improve the social 
environment and decrease social isolation in the building complex. Participants included 
tenants, public health, primary care, and service providers. Objective: To determine how 
the inclusion of community tenants as stakeholders impacted the planning and execution 
of a DD, including adjustments that were made to the traditional DD model to incorporate 
diverse views. Methods: Mixed methods case study methodology was used. The 
agendas, meeting minutes, field notes, and researchers’ observations were collected 
throughout the planning process. Stakeholders’ contributions to and perception of the DD 
were assessed using participant observation, survey responses, and focus groups. Results: 
34 participants attended the DD and 28 (82%) completed the survey. All stakeholder 
groups rated the overall DD experience positively and valued the large number of tenants 
involved. The tenants had significant influence on the planning and DD process including 
decisions about key features. Suggestions to improve the experience for community 
members were identified through participant feedback and researcher observations. 
Implications: The findings of this study demonstrate the viability of and provide 
recommendations for DDs involving community members. Like previous studies, 
participants found the use of an engaged facilitator, issue briefs to inform the discussions, 
and off-the-record deliberations useful. Similarly, professional stakeholders did not 
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highly value consensus as a DD output, however we found it was a feature highly valued 
among tenants, as was actionability.   
3.2  Background 
3.2.1  Deliberative Dialogues  
Deliberative dialogues are a type of policy dialogue that have been widely explored as a 
viable knowledge translation and research implementation strategy, as they allow 
organized dissemination and integration of relevant research, contextual consideration, 
and input from a variety of stakeholder perspectives on the issue (Boyko, Lavis, Abelson, 
Dobbins, & Carter, 2012). Although deliberative dialogues have been used in a variety of 
contexts for more than a decade, they are steadily becoming more popular and 
increasingly explored in academic literature, particularly in areas of health care and 
public policy (Canham et al., 2018; Ridde & Dagenais, 2017). Deliberative dialogues are 
advantageous because they bring together stakeholders from multiple sides of an issue to 
discuss the applicability of research, resulting in transformative discussion and the 
potential to influence policy development (Boyko et al., 2010; Boyko et al., 2012; Lavis 
et al., 2014).  
Deliberative dialogues as they appear in the current academic literature are characterized 
by three features: 1) they include more than one stakeholder group as participants (e.g., 
policy makers, researchers, service providers); 2) research evidence provides input into 
the dialogue; and 3) tacit knowledge and experience from participants provide input into 
the dialogue (Boyko, 2010; Lavis et al., 2014). Typically, a deliberative dialogue is 
planned by a group of researchers in collaboration with a steering or advisory committee 
composed of stakeholders affected by the issue (Boydell et al., 2017; Boyko, 2010). 
These committees typically determine who the most beneficial participants are to involve 
in the dialogue and the topic or policy to be addressed (Boyko, Wathen, & Kothari, 2016; 
Mc Sween-Cadieux, Dagenais, & Riddle, 2018). The research input is usually in the form 
of an evidence or issue brief, which is compiled by the research team and disseminated to 
participants a week or two before the deliberative dialogue (Moat et al., 2014). These 
briefs summarize the current literature and present relevant solutions and research 
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findings which are ideally synthesized into the discussions (Boyko, 2010). The 
discussions, solutions, and recommendations resulting from deliberative dialogues are 
typically reported in the academic literature or at conferences, relayed to an organization 
or committee involved in the deliberative dialogue and capable of initiating change, 
and/or compiled in a report given directly to decision-makers (Boydell et al., 2017). 
3.2.2  Community Members as Stakeholders 
A key feature and purpose of deliberative dialogues is to gain variable input, opinions, 
and experiences of those impacted by problems and involved in solutions (Boyko, Lavis, 
& Dobbins, 2014). As the engagement of citizens in policy consultation becomes 
increasingly popular in research and decision-making, exploring this avenue of 
deliberative dialogues becomes even more relevant. 
Although Boyko (2010) claims that citizens are among those considered to be viable 
stakeholders in a deliberative dialogue, most include only professional stakeholders such 
as those involved in research, policy, or decision-making (Boyko, et al., 2016; Lavis et 
al., 2014; Moat et al., 2014). There is consequently a lack of guidance in the literature for 
researchers who want to include community members as stakeholders. It is a recognized 
issue in the deliberative dialogue literature that key design features are not one-size-fits 
all, leaving researchers and organizers to consult literature from various contexts and 
issues in an attempt to understand the key contextual elements that influenced their 
decisions or search for evidence of flexible features that may be adapted to a novel 
context (Boyko, Lavis, & Dobbins, 2014). In this case, we reviewed the literature for the 
typical range of features found in traditional deliberative dialogues that may be adapted to 
accommodate the involvement of a novel stakeholder group.    
3.3  Review of the Literature 
3.3.1  Key Features of Deliberative Dialogues 
Several key components of deliberative dialogues can be consistently identified 
throughout the literature, several of which are modified to suit the context and topic. 
Some authors have attempted to compare these contextual features to provide guidelines 
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for researchers planning a deliberative dialogue (e.g. Boyko, 2010; Moat et al., 2014; 
Ridde & Dagenais, 2017) but no reviews have identified consistent themes across 
contexts. Boyko (2010) did not find a relationship between key features and intended 
effects but instead developed a model categorizing key features into three groups and 
describing their variation across the literature: appropriate meeting environment, mix of 
participants, and use of research evidence. In addition to this model, a literature search 
revealed eight key empirical articles in which over 30 deliberative dialogues in health 
care and policy were evaluated to various extents. Analyzed together, it is evident that 
throughout the planning process decisions are commonly made about seven relevant key 
deliberative dialogue features: timeline, agenda, dialogue participants, integration of 
empirical evidence, facilitation, consensus, and evaluation. While these features have 
different design elements throughout the literature or may be modified depending on the 
issue or context, they can be categorized in three ways: inherent elements of any planned 
events, those that are fixed (i.e., necessary to the classification as a deliberative dialogue), 
and those that are flexible (i.e., appear in some deliberative dialogues depending on the 
context and issue).  
Inherent Features 
Timeline: Most deliberative dialogues are conducted over three separate phases: pre-
deliberative dialogue, deliberative dialogue, and post-deliberative dialogue. The planning 
begins two to six months before the deliberation, and any post-deliberative dialogue 
activities (including participant debriefing) and evaluation carry on up to six months post-
dialogue (Bokyo et al., 2016; Daya, 2017).   
Agenda: The deliberative dialogues were most commonly held over one full or two half-
days, although some lasted up to three days (Boyko et al., 2016; Boyko et al., 2014; 
Daya, 2017; Lavis et al., 2014; Mc Sween-Cadieux, 2018; Moat et al., 2014; Ridde & 
Dagenais, 2017). Some authors described the division of participants into smaller groups 
held concurrently when the number of participants was large (n > 40), with a large 
plenary session at the end (Boyko et al., 2016; Mc Sween-Cadieux et al., 2018). 
Fixed Features 
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Dialogue Participants: Most deliberative dialogues include researchers, policy makers, 
health care providers, and/or service providers as stakeholders, as well as a broader 
“other,” “stakeholder,” or “knowledge user partner” category, which has included law 
enforcement, government employees, and administrators in health districts, institutions, 
and organizations (Boyko et al., 2016; Lavis et al., 2014; Moat et al., 2014; Mc Sween-
Cadieux et al., 2018).  
The median number of participants involved in deliberative dialogues recorded in the 
consulted literature is 44, although the majority of deliberative dialogues reported only 
ten to 60 participants with an average of approximately 25 (e.g. Boyko, et al., 2016; Lavis 
et al., 2014; Mc Sween-Cadieux et al., 2018). Commonly, participants are purposefully 
selected based on who is likely to be affected by the issue discussed, chosen by a steering 
committee, researchers, or from an existing research collaboration (Boyko et al., 2016; 
Daya, 2017; Lavis et al., 2014, Moat et al., 2014). 
Integration of Empirical Evidence: Empirical evidence is a necessary input into 
deliberative dialogues used to support discussions (Moat et al., 2014). Evidence briefs 
(sometimes called issue or policy briefs) are documents produced for the deliberative 
dialogue to summarize relevant literature for the participants (Moat et al., 2014; Ridde & 
Dagenais, 2017). Published deliberative dialogue case studies rarely report the length or 
complexity of the evidence briefs provided, and none reported the process by which the 
research was conducted. However, searches of grey literature identified that the 
approaches to systematically reviewing the literature have been documented in some 
evidence briefs published elsewhere (e.g., Mattison, Moat, Waddell, & Lavis, 2018; 
Wilson et al., 2019). Ridde and Dagenais (2017) recommended that policy briefs be no 
more than two to four pages and 1500 words, based on a review of six deliberative 
dialogues. Most evidence briefs were supplied one week in advance of the dialogue, 
either by mail or email (Boyko et al., 2016; Daya, 2017; Mc Sween-Cadieux, 2018), 
while others provided evidence briefs with the invitation to participate (Moat et al., 
2014). Additional research input included scientific presentations, which took place at the 
beginning of the day, and a research article relevant to the evidence brief (Daya, 2017; 
Mc Sween-Cadieux et al., 2018, Ridde & Dagenais, 2017). 
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Prior to holding a deliberative dialogue, the McMaster Health Forum regularly hosts 
citizen panels with members of the public affected by the issue (McMaster Health Forum, 
n.d.) The output from the citizens’ panels become a form of evidence provided to 
deliberative dialogue participants in the evidence briefs to support discussions (e.g., 
Waddell, Moat, & Lavis, 2017; McMaster Health Forum, n.d.). This strategy allows the 
integration of public participants’ views as important stakeholders in an issue and 
recognizes their tacit knowledge as valuable evidence in discussions.   
Flexible Features 
Facilitation: Few articles reported how facilitators were chosen, whether they were 
trained, or whether small group discussions were facilitated, but seven of eight articles 
explicitly stated or implied that facilitators were used in discussions (Boydell et al., 2017; 
Boyko et al., 2014; Boyko et al., 2016; Daya, 2017; Lavis et al., 2014; Mc Sween-
Cadieux et al., 2018; Moat et al., 2014). Of the two articles that reported details of 
facilitation, one used several relatively inexperienced student trainees throughout the 
small groups but reported no further detail about their role (Boyko et al., 2016). Another 
reported two deliberative dialogues that used a single professional facilitator (Boydell et 
al., 2017). One of these facilitators used a facilitation guide to describe the necessary 
background information, cover all topics, ensure participants focused on the issue and 
contributed equally, and challenge misconceptions expressed about the issue (Boydell et 
al., 2017). 
Consensus: Consensus is not typically a goal of deliberative dialogues and not aiming for 
consensus is a feature that is typically regarded highly by participants (Boyko et al., 2014; 
Lavis et al., 2014; Moat et al., 2014). Moat et al. (2014) reported that did not aim for 
consensus was a feature of 95% of deliberative dialogues they investigated. However, 
two deliberative dialogues in West Africa reported soliciting concrete recommendations 
as part of participants’ small group work (Ridde & Dagenais, 2017). When the authors 
compared this to a similar deliberative dialogue where such proposals were not an output 
of discussion and instead recommendations were selected by a small group of people, 
they found that the smaller group was not as representative nor diverse (Ridde & 
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Dagenais, 2017). As a result, recommendations may not have been reflective of all 
perspectives from the deliberative dialogue. 
Evaluation: Deliberative dialogues are most commonly evaluated using paper surveys 
distributed immediately after the dialogue, as well as focus groups or interviews 
administered between two weeks and six months post-dialogue (Lavis et al., 2014; Moat 
et al., 2014). Most researchers modified the survey created by Boyko, Lavis, Dobbins, 
and Souza (2011) to measure participants’ intentions to use what was learnt or asked 
participants about the structure and key features of the dialogue, which provided insight 
into what features were used and how successful features were perceived to be. Three 
articles reported skilled facilitation as one of the most favourable features, while 
following the Chatham House Rule1, the opportunity to discuss the issue from various 
viewpoints, and discussion about factors that inform how to approach the issues were 
reported among the most favourable features in the remaining dialogues (Boyko et al., 
2014; Boyko et al., 2016; Lavis et al., 2014; Moat et al., 2014). One article reported that 
not aiming for consensus was also among participants’ favourite features (Boyko et al., 
2014).  
Results across studies have found that that key features are rated differently across 
stakeholders, policy makers, and managers (Lavis et al., 2014; Moat et al., 2014). Two 
sets of researchers noticed a difference in ratings between stakeholder groups within each 
dialogue (Lavis et al., 2014; Moat et al., 2014). Lavis and colleagues (2014) found that 
policymakers rated all features but did not aim for consensus less favourably on average 
than researchers and the group labelled “stakeholders”. Researchers, on the other hand, 
rated all other features most favourably on average in the same deliberative dialogue 
(Lavis et al., 2014). Another article reports that the difference in two ratings were 
statistically significant across deliberative dialogues. Participants who indicated they had 
research experience rated did not aim for consensus significantly lower than all other 
groups (Moat et al., 2014), in contrast to the findings by Lavis and colleagues (2014).  
 
1 The Chatham House Rule states that participants are free to share what was learned and discussed during a 
meeting but may not disclose the identity or affiliations of the speaker (The Royal Institute of International 
Affairs, n.d.). 
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The “other” category found [the issue brief] not concluding with recommendations to be 
the a less helpful feature than all other stakeholder groups (Moat et al., 2014).   
3.3.2  Public Citizens as Stakeholders in Deliberative Dialogues 
Only one deliberative dialogue that included community members as stakeholders was 
identified in the literature. Daya (2017) conducted a deliberative dialogue as a knowledge 
translation strategy to facilitate the uptake of research evidence to optimize rehabilitation 
outcomes for children with cerebral palsy. The stakeholders included young adults with 
cerebral palsy and family members of young adults and children with cerebral palsy—a 
rare instance of deliberative dialogue participants including those affected by the issue in 
the published literature. The report provides in-depth detail about the planning, 
procedures, and documents created for the deliberate dialogue (Daya, 2017). However, 
while the results provide insight into some relationships between stakeholders and public 
participants’ role in focusing on family-centred care, there was no indication of how the 
process was adapted to foster their inclusion. This study begins to provide an 
understanding of deliberative dialogues involving public citizens as an example of their 
inclusion but did not focus independently on the impact that public citizens’ involvement 
had on the process. Thus, more research is necessary to evaluate deliberative dialogues 
with a focus on the adjustments, accommodations, and impact on stakeholder 
relationships resulting from their inclusion.  
3.3.3  Summary  
 Indicators of success were typically the favourability of key features and the dialogue as 
a whole as well as the outcomes of the deliberative dialogue (determined by participants’ 
intent to use what they learned, or actions taken as a result of the deliberative dialogue). 
In the literature examined above, researchers rarely provided detail on how key decisions 
were made, such as the length and complexity of the issue brief, length of the dialogue, or 
size of small groups. Additionally, very few provided such details at all, making it 
difficult to compare contextual features between deliberative dialogues for the purpose of 
determining which to employ for a future deliberative dialogue. Without existing 
examples of public inclusion or comprehensive reviews demonstrating which and how 
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key deliberative dialogue features can be adjusted and extrapolated from previous 
contexts, additional literature exploring the inclusion of community members in 
deliberative dialogues is necessary to begin building an evidence base.  
3.4  Research Objective  
The purpose of this study was to evaluate the three phases of a deliberative dialogue that 
involved community members as stakeholders. Some were involved in the planning 
process, dialogue, and post-dialogue evaluation, whereas others participated in the 
deliberative dialogue alone. We addressed the following questions: 
1. How does the traditional deliberative dialogue model need to be adjusted to include 
diverse views from decision makers and community members? 
2. How do all stakeholders, including community members, perceive and respond to 
the inclusion of community tenants in the deliberative dialogue? 
3. What impact does the inclusion of community members in the collaboration have 
on the process of planning the deliberative dialogue and course of the deliberative 
dialogue discussions?   
3.5  Methods 
A mixed methods case study approach was used to collect, analyze, and report data due to 
the novel context of this deliberative dialogue and breadth of various data available 
(Plano Clark et al., 2013). Case study methodology allowed us to examine how the 
inclusion of community tenants impacted the process without necessitating the separation 
of the phenomenon from the context (Cope, 2015; Polit & Beck, 2010; Stake, 2005). 
Mixed methods were used to collect quantitative data on participants’ views of key 
features so that they could be ranked and compared to the literature, while qualitative data 
allowed insight into the stakeholders’ perceptions of the deliberative dialogue and traced 
key decisions throughout the planning process.  
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3.5.1  Setting 
A two-phase study (referred to as the INSPIRE project) took place in an urban city in 
Southwestern Ontario to improve neighbourhood health in a rent-geared-to-income 
housing complex with 565 tenants. In phase one, a Core Working Group was established 
to identify gaps in neighbourhood data and co-create a Community Health Profile that 
profiled the neighbourhood and population living in the complex. In phase two of this 
study a deliberative dialogue was planned and implemented in collaboration with the 
Core Working Group to address social isolation and improve the social environment in 
the building complex. During this phase the Core Working Group was a team consisting 
of researchers, the city housing corporation (hereafter referred to as city housing), Public 
Health and Primary Care representatives, service providers, and three building tenants. 
All group members (save the researchers) served or lived in the rent-geared-to-income 
housing complex. This current study evaluates the planning process and implementation 
of the deliberative dialogue which comprised phase two of the INSPIRE project. 
3.5.2  The Planning Process 
 The deliberative dialogue was planned through a collaboration between three teams: the 
research team, an existing Steering Committee, and the INSPIRE Core Working Group; 
members of the research team attended all meetings and provided administrative support 
(e.g., drafting agendas, capturing minutes). The Steering Committee was a city housing-
led committee that consisted of researchers, city housing staff, Public Health, Ontario 
Disability Support Program, primary care, and tenant representatives. Over the course of 
five months (January 2019 to May 2019) regular meetings were held with each of the 
teams to plan the deliberative dialogue. Appendix I depicts a timeline of the main actions 
and events completed throughout all three phases of the deliberative dialogue, including 
when each team meeting took place.  
With feedback from the Core Working Group, the research team developed a 32-page 
issue brief (including a five-page executive summary) of relevant solutions in the 
literature that was distributed to participants before the deliberative dialogue (see 
Appendix D for the table of contents and executive summary). This issue brief complied 
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four rapid evidence syntheses of the literature that were conducted by the research team 
based on four main issues identified by the Core Working Group.  
3.5.3 Participants 
Deliberative dialogue participants were categorized into two target population groups: 
professional stakeholders and tenants. Professional stakeholders were purposefully 
selected by a sub-committee of Core Working Group members familiar with relevant 
professional roles in the community. These roles included service providers, primary 
care, policy makers, local politicians involved in housing services, and health and social 
care providers who had experience providing services to the building complex. 
Professional stakeholders were invited to participate via email two and a half months 
before the deliberative dialogue. If any invitees were unable to attend, an invitation was 
sent to another selected potential participant in the same stakeholder group. Tenant 
participants were recruited directly by a service provider and tenant who were Core 
Working Group members and familiar with the tenants of the complex. Tenant 
participants were invited to participate approximately one month prior to the deliberative 
dialogue. Selection criteria for tenants can be found in Appendix E. 
3.5.4  The Deliberative Dialogue Process 
One week before the deliberative dialogue participants were emailed a copy of the agenda 
(Appendix J), Letter of Information and Consent, Community Health Profile, a list of 
anticipated participants, and the issue brief. To ensure that tenants were well prepared and 
felt comfortable attending the deliberative dialogue with professional stakeholders, the 
researchers held a two-hour pre-deliberative dialogue orientation for invited tenants. This 
session occurred two weeks before the deliberative dialogue took place and attending this 
session or a one-on-one make up session with a researcher was mandatory for tenants 
who wished to participate in the deliberative dialogue. The research team obtained 
consent to participate, provided a copy of the issue brief, explained the purpose of the 
deliberative dialogue, briefly explained each of the four issues to be addressed, and 
described the solutions. 
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The deliberative dialogue was held on May 28, 2019. It lasted 4.5 hours over one 
afternoon; 43 people attended, including nine researchers who acted as facilitators or note 
takers. The dialogue involved the research team and stakeholder participants consisting of 
public health, primary care, service providers, and select tenants of the building complex. 
Each participant was assigned to one of four small groups that consisted of seven to nine 
discussants. Small groups were assigned by a member of the research team with 
knowledge of the relationships between service providers and tenants, such that tensions 
from pre-existing relationships were minimized and stakeholder groups were evenly 
represented at all tables. All participants received a name tag, agenda, list of the small 
group questions, copy of the issue brief, and blank pages to take notes. With help from a 
facilitator, each small group discussed one of the four issues and attempted to reach 
consensus on the most appropriate solution. The small groups then took turns presenting 
this solution to the larger group in a plenary session. Returning to the same small groups, 
a second of the four topics was discussed, and consensus was again presented to the 
larger group. Following the final large group discussion, each participant voted for their 
favourite solutions in a dotmocracy process. In this activity each stakeholder group 
received three colour-coded dots and placed them on their favourite solution(s) from the 
plenary sessions, which were listed on a large piece of paper posted to the wall, and the 
time frame that they believed was reasonable to implement that solution. Before leaving 
all participants were asked to complete a survey about the deliberative dialogue.  
3.5.5  Data Collection 
Data were collected over a twelve-month period (December 2018 to November 2019) 
during three main phases of the deliberative dialogue process: planning (pre-deliberative 
dialogue), deliberative dialogue, and post-deliberative dialogue. Altogether, there were 
three main sources of data: team meetings, post-dialogue participant surveys, and focus 
groups which produced a variety of data. Collectively, this data reflected a range of 
perspectives from the members of the Steering Committee, Core Working Group, 
research team, and deliberative dialogue participants. Field notes maintained throughout 
the research process were integrated into the qualitative analysis. In addition to these 
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three data sources, project documents from phase one of the INSPIRE project were 
reviewed and used to develop a narrative summary of the context. 
Meetings 
Agendas, meeting minutes, and field notes were analyzed for all team meetings over the 
course of the deliberative dialogue process. This included two Steering Committee 
meetings, five Core Working Group meetings, and fourteen research team meetings.  
Post-Dialogue Participant Surveys 
At the end of the deliberative dialogue participants were asked to complete a 29-item 
survey about their experiences with and opinions of the key features of the deliberative 
dialogue (see Appendix F). Participants were asked to identify the stakeholder group to 
which they belonged at the beginning of the survey so answers could be categorized and 
compared. While some of the survey questions related solely to the INSPIRE study, 
section eight of the survey incorporates key components of Boyko et al.’s (2016) 
questionnaire. The survey consisted of: (1) open-ended questions (e.g.,: “How did you 
feel about [stakeholder groups’] participation in the deliberative dialogue?”); (2) a 
question asking participants to rate the overall dialogue from a score between 1 and 10; 
and (3) questions asking participants how much they disagree or agree with statements 
about key features of the dialogue with the option to explain their response (e.g.,: “It was 
helpful that consensus was encouraged in the deliberative dialogue”) with the options of 
strongly disagree, disagree, neutral, agree, and strongly agree.  
Focus Groups 
Five one-hour focus groups were held with key deliberative dialogue participants as 
identified by the facilitators of the small group sessions, based on engagement in and 
contribution to the deliberative dialogue discussions. Three focus groups were held one 
month after the deliberative dialogue; two with professional stakeholders (n=2 and n=3) 
and one with tenants (n=10). None of the tenants involved in the one-month focus groups 
were members of the Core Working Group so that perceptions and expectations 
expressed about the deliberative dialogue were not influenced by preconceived notions or 
knowledge about the desired outcomes that tenants on the planning committee would 
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have had. Two focus groups were held six months after the deliberative dialogue; one was 
with professional stakeholders (n=6) and one with tenants (n=5). All focus groups were 
facilitated by a research team member, audio-recorded, and professionally transcribed 
verbatim. A copy of the focus group guides can be found in Appendix G.  
3.5.6  Data Analysis  
All qualitative data was uploaded to NVivo 12 and a document analysis was conducted 
using inductive thematic analysis at a semantic level (Braun & Clarke, 2006). 
Quantitative data from the post-dialogue participant surveys were analyzed using 
descriptive statistics (Marshall & Jonker, 2010).  
The mean and mode survey response of each stakeholder group was calculated for 
questions that prompted participants to indicate agreement on a scale of strongly disagree 
to strongly agree. “Strongly disagree” was coded as 1 and “strongly agree” was coded as 
5.  
3.5.7  Ethical Considerations 
This study was approved by the Western University Non-Medical Research Ethics Board 
(NMREB; Appendix H) and the Hamilton Integrated Research Ethics Board.  
3.6  Results 
Based on the document review of project files and the Community Health Profile, a 
narrative summary of the context is represented in Table 1. This summary describes the 
demographics, history, and culture of the building complex in which this study took place 
and which informed the topics and issues chosen for the deliberative dialogue. 
Themes that emerged from the data analysis could be grouped into four main categories 
that directly addressed the research questions. First, qualitative and quantitative survey 
results are reported together to reflect participants’ feedback about the favourability of 
key features and perceptions of their experience in the deliberative dialogue. Three 
additional themes emerged from the qualitative data: tenant impact on planning and key 
decisions, tenant impact on deliberative discussions, and tenant impact on the 
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deliberative dialogue process. Each of these themes are further broken down into two to 
four sub-themes. 
Table 1: Description of the Building Context.  
Building 
demographics 
The rent-geared-to-income building complex in which the INSPIRE project took place consisted of 
565 tenants living in 555 units. The majority of tenants (80%) come from a precarious housing 
situation or homelessness and 9% were employed at the time of the study. Previously, the building 
complex exclusively housed senior citizens, but the demographics of tenants has shifted—
currently, 59% are aged 45 to 59 and 30% are aged 25 to 44. As the demographic of the building 
complex shifts, tenants have more—and more advanced—needs, however the structure and 
regulations surrounding rent-geared-to-income housing has not changed with this shift, increasing 
the gaps between the needs of the community and the services provided.  
Physical 
environment 
of the building 
complex 
Social isolation and tenant interactions with one another were largely shaped by the physical 
environment of the building complex. Tenants reported issues with low quality repairs, mold, 
asbestos, bug infestations, and flood damage, which reduced their quality of life and increased the 
stigmatization toward the tenants of the building. Some tenants said that they felt ashamed and 
embarrassed to have friends and family visit them, and some have lost friends and family due to 
this lack of contact. Only 31% of tenants had regular contact with friends or family and 6% had 
diverse and frequent support. 
Tenants also reported that violence, the presence of drugs, and bullies in the building kept many of 
them confined to their apartments. They reported constant disturbances during the night and 
graffiti in the hallways and elevators which led to feelings of an unsafe, unattractive, and insecure 
environment. In the CHP, only 23% reported feeling that the building was safe and secure overall.  
Mental health 
and addictions 
Although safety and security was being addressed by city housing, as they were in the process of 
hiring new guards and locking the exterior doors, the underlying issues have not yet been 
addressed real progress to be made. These were identified as the mental illnesses and addictions 
that many tenants face—1 in 2 and 1 in 3, respectively—that have been poorly addressed in favour 
of solving the symptoms of these problems.  
Tenants felt that past solutions to addiction that city housing had implemented were more 
triggering than helpful because tenants were not consulted. For example, boxes for the safe 
collection of needles were installed in the building, but the presence of these boxes were triggering 
for those in recovery.  
Building 
culture 
Conflicts and tensions between groups of tenants contributed to a lack of socialization and success 
of initiatives that bring tenants together. Some past social programs that were not facilitated or 
supervised failed to foster socialization because large groups of tenants “clashed” with each other. 
Some tenants felt that there were no consequences for tenants who commit violence and 
disturbances in the building, and as a result some tenants have taken it upon themselves to monitor 
the hallways and keep a record of disturbances. Other tenants respond negatively to these self-
appointed roles, as they did not like feeling watched by tenants who gave off a sense that they felt 
they were better than the others. Resentment was also directed toward tenants with officially 
appointed roles in committees, such as building attendants, because they felt that roles were given 
to more “popular” tenants who were not representative,  
Mistrust of 
service 
providers and 
researchers 
In the last nine years, the building has been the subject of three research projects which the tenants 
reported as failed; either they lost funding and pulled out of the project before it was complete, or 
they gathered the information that they needed from the tenants to complete their research and 
exited the study without providing any results or findings that actually improved the tenants’ lives. 
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As a result, tenants felt used by past research projects and have lost hope that participating in 
research is worth their time and energy.  
The tenants also lack trust in the service providers and building management. Tenants receive 
frequent surveys from building management and the purpose or results are rarely communicated 
back to them effectively, causing involvement fatigue and the impression that their efforts never 
truly inform decisions or lead to improvements. One tenant on the Core Working Group said that 
“there are a lot of promises about what improvements will be made but promises are never kept so 
people are rather skeptical.”  
Access to 
resources in 
place 
Given these multiple drivers of inequality in the building complex that burden the tenants more 
heavily than the population in the surrounding city, city housing has implemented resources in the 
building and nearby community, including on-site health services and social supports. However, 
less than half of tenants reported feeling comfortable accessing these resources and city housing 
has not seen isolated tenants—the target demographic—access these resources.  
 
Legend: CHP = Community Health Profile 
Context is based on tenant demographics captured in the Community Health Profile and descriptions of relationships 
throughout project documents. 
3.6.1  Survey Results 
In total, 28 of 34 deliberative dialogue participants in attendance completed the survey 
(response rate = 82%). These participants identified as tenants (n=13; 46%), social 
services (SS) staff/manager/director (n=5; 18%), public health staff/manager/director 
(n=3; 11%), and other (n=7; 25%). “Other” included hospital and home care workers, a 
funder, general practitioner, and primary care staff. Primary care staff/director/manager 
was a separate category that was selected by only one participant and was therefore 
merged with the “other” category for this analysis to maintain anonymity of the 
participant.  
The deliberative dialogue received an overall mean rating of 8.46 out of 10 across all 
respondents. The most common response across all stakeholder groups was 4 out of 5 
(agree) for all questions pertaining to the deliberative dialogue.  
3.6.1.1 Favourability of Key Features 
Across all participants the most favourable feature was the use of an engaged facilitator 
to assist with the deliberative dialogue and the least favourable was that the right people 
were involved to think about the health and wellness for the tenants. The use of an 
engaged facilitator was the most favourable feature for all stakeholder groups but social 
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services, who rated the use of the issue brief higher. Tenants ranked consensus the highest 
among stakeholders (4.46).  
On average, public health gave the highest mean scores across all features (4.5), although 
“other” rated the deliberative dialogue highest overall (with a mean score of 8.86/10). 
Social services gave the lowest mean scores across all features (4.19), rated 4 of the 6 key 
features less favourably than any other stakeholder group, and rated the deliberative 
dialogue lowest overall (7.6/10). Tenants rated the deliberative dialogue 8.69/10 overall 
and gave a mean score of 4.41 across all features. See Table 2 for a summary of results.  
Table 2: Survey Results Addressing Key Features.  
Survey Question 
Addressing Key Feature 
OVER-
ALL 
Mean 
n=28 
OVER-
ALL 
Rank  
Tenant 
Mean 
 
n=13 
Tenant 
Rank 
SS 
Mean 
 
n=5 
SS 
Rank 
Public 
Health 
Mean 
n=3 
Public 
Health 
Rank 
Other 
Mean 
 
n=7 
Other 
Rank 
It was helpful to have the 
deliberative dialogue 
informed by the pre-
circulated research 
summary [issue brief]. 
4.48 2 4.64 1 4.50 1 4.33 2 4.29 3 
In the deliberative 
dialogue, the right people 
were involved to think 
about health and 
wellness for the tenants. 
4.11 5 4.15 5 4.00 3 4.33 2 4.00 4 
It was helpful to have the 
opportunity to discuss 
different features of the 
problem, including 
(where possible) how it 
affects particular groups. 
4.18 4 4.15 5 3.80 4 4.33 2 4.43 2 
It was helpful to have an 
engaged facilitator to 
assist with the 
deliberative dialogue. 
4.61 1 4.62 2 4.40 2 5.00 1 4.57 1 
It was helpful that the 
deliberative dialogue 
allowed for frank, off-the-
record deliberations. 
4.48 2 4.42 4 4.40 2 5.00 1 4.43 2 
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It was helpful that 
consensus was 
encouraged in [the] 
deliberative dialogue. 
4.19 3 4.46 3 4.00 3 4.00 3 3.83 5 
Legend: SS = Social Services 
Mean scores on a scale of 1 (strongly disagree) to 5 (strongly agree) were calculated for each survey question within 
each stakeholder group and overall. The statements were ranked within each stakeholder group from most to least 
agreeable according to the calculated means. 
3.6.1.2 Accessibility and Preparation 
Table 3 displays the mean stakeholder responses to questions about accessibility and 
preparation. The accessibility of the venue was rated 4.58 overall. The tenants found the 
venue least accessible of all the stakeholder groups, with one tenant giving the lowest 
score of 2/5 (disagree) due to time restrictions. One respondent recommended taxi 
vouchers be offered to tenants with mobility barriers.  
Social services felt most prepared to participate in the deliberative dialogue (4.78) and 
those with positive feedback indicated that they felt prepared by the materials sent in 
advance. Public health collectively felt least prepared to participate (4.00) with one 
respondent indicating that they felt they had little to contribute to the discussion. Tenants 
indicated that they felt prepared by meeting with a researcher to explain materials and 
consent before the deliberative dialogue, reading the Community Health Profile, and due 
to their “advantage of experience”.  
Community tenants rated the discussion the easiest to understand of all stakeholder 
groups (4.67) and found the open discussion and small groups helpful. However, when 
asked about the ease with which respondents could read and understand the documents 
provided in order to participate in the deliberative dialogue, tenants had the lowest mean 
(4.23) and social services the highest (4.80). One tenant reported that they experienced 
difficulty understanding the meaning of some words and one “other” respondent 
suggested that the issue brief be written at a lower education level with larger font.  
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Table 3: Survey Results Addressing Preparation and Accessibility.  
Survey Question 
OVER-
ALL 
Mean 
n=28 
Tenant 
Mean 
 
n=13 
Tenant 
Rank 
SS 
Mean 
 
n=5 
SS 
Rank 
Public 
Health 
Mean 
n=3 
Public 
health 
Rank 
Other 
Mean 
 
n=7 
Other 
Rank 
It was easy for me to get to 
(attend) the deliberative 
dialogue. 
4.58 4.50 4 4.75 1 4.67 2 4.57 3 
I feel that I was well prepared 
to participate in the 
deliberative dialogue. 
4.35 4.42 2 4.75 1 4.00 4 4.14 3 
The discussion at the 
deliberative dialogue was easy 
for me to understand. 
4.44 4.67 1 4.40 2 4.00 4 4.29 4 
I could easily read and 
understand all of the 
documents needed for me to 
participate in the deliberative 
dialogue. 
4.39 4.23 4 4.80 1 4.33 3 4.43 2 
Legend: SS = Social Services 
Mean scores on a scale of 1 (strongly disagree) to 5 (strongly agree) were calculated for each survey question within 
each stakeholder group and overall. The statements were ranked across stakeholder groups from most to least agreeable 
according to the calculated means. 
3.6.1.3 Perceived Value of Participation 
Overall, tenants felt the most heard and valued of all stakeholders (4.62) with the most 
common response of 5 (strongly agree) to both statements. All tenants but one agreed or 
strongly agreed that their ideas felt heard and they felt valued. Tenants reported feeling 
that others were listening; one indicated feeling that their participation was necessary 
because their experiences were unlike others’ who were present. However, stakeholders 
from other groups indicated that they did not have as much to contribute or purposefully 
contributed less to allow tenants more time. Public health agreed least overall with feeling 
their ideas were heard (4) and felt the least valued (3.67). Results are displayed in Table 
4. 
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Table 4: Survey Results Addressing Respondents’ Perceived Value of Their 
Participation. 
Survey Question 
OVER-
ALL 
Mean 
n=28 
Tenant 
Mean 
 
n=13 
Tenant 
Rank 
SS 
Mean 
 
n=5 
SS 
Rank 
Public 
Health 
Mean 
n=3 
Public 
health 
Rank  
Other 
Mean 
 
n=7 
Other 
Rank 
I felt that my ideas were 
heard at the deliberative 
dialogue. 
4.36 4.62 1 4.20 2 4.00 4 4.14 3 
I felt that my 
participation in the 
deliberative dialogue was 
valued. 
 
4.21 4.46 1 4.00 3 3.67 4 4.14 2 
SS = Social Services 
Mean scores on a scale of 1 (strongly disagree) to 5 (strongly agree) were calculated for each survey question within 
each stakeholder group and overall. The statements were ranked across stakeholder groups from most to least agreeable 
according to the calculated means. 
3.6.2  Tenant Impact on Planning and Key Decisions 
The deliberative dialogue was planned with input from the Steering Committee, Core 
Working Group, and research team over the course of five months. Figure 2 is based on 
research findings from meeting minutes and field notes and depicts which teams had 
input in the decision-making process about key features of the deliberative dialogue. This 
figure represents which topics were significantly discussed or influenced by each team 
over the course of their meetings. Key decisions were influenced by the involvement of 
tenants in one of two ways: with consideration that tenants would be involved in the 
deliberative dialogue and as a result of direct input from tenants on the Core Working 
Group during the planning process.  
Table 5 displays the adjustments made to the traditional deliberative dialogue model in 
order to accommodate the inclusion of community tenants. These accommodations were 
informed by Core Working Group tenants and service providers, as well as researcher 
observations made throughout the research process.  
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Figure 2: Key Team Inputs into Deliberative Dialogue Planning. 
 
This Venn diagram depicts research findings about the key features each team discussed and contributed to in a 
decision-making capacity. Black text depicts features discussed by two teams and white text represents features 
discussed by all teams. Note that all researchers were members of the Core Working Group and two were on the 
Steering Committee. Communication with participants refers to decisions made about what documents to send to 
participants of the deliberative dialogue and when. Responsibility for solutions refers to the assignment of leaders to 
take responsibility for the top six solutions identified at the deliberative dialogue. 
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Table 5: Changes to the traditional deliberative dialogue process and features. 
Phase  Impact  Reason for Adjustment Consequences? 
Pre-Deliberative 
Dialogue 
(Planning) 
a.  Added pre-
deliberative dialogue 
orientation session 
 
To increase tenant confidence 
with/ understanding of issue 
brief and DD process 
Extra time commitment for 
researchers, tenants 
 
Did not complete agenda; 
required one-on-one meeting 
with tenants to sign LOI/C 
and discuss issue brief 
b. Issue brief language, 
complexity, 
presentation 
To increase tenant confidence 
with/ understanding of material 
and process 
 
Suggested by CWG during 
issue brief edits 
Length of issue brief 
increased 
c. Tenant participant 
recruitment closer to 
DD, extra 
recruitment 
To decrease time between 
commitment and DD 
 
Advised by CWG that some 
tenants may not participate 
without notice 
All participants attended; 3-4 
more than anticipated.  
Required extra compensation 
for participants and 
alternative planning for table 
seating 
 d. Careful planning of 
small group seating 
To separate tenants and service 
providers with pre-existing 
relationships, where possible 
 
To avoid hostilities between 
tenants with history of conflicts 
Required knowledge of 
tenant and stakeholder 
relationships 
Deliberative 
Dialogue 
a. Agenda shortened 
(4.5 hours); DD held 
in afternoon; more 
breaks included 
Accessibility to tenants with 
chronic conditions 
 
Tenants may be less 
accustomed to sitting through 
meetings for long periods of 
time 
Not all topic issues could be 
covered by all groups 
b. Relaxation Room  Space for participants to use if 
at any point they needed a 
break from potentially sensitive 
topics 
n/a 
c. Separate area to 
complete surveys 
(suggested)* 
Some tenants needed help 
writing survey responses; 
answers were communicated 
out loud within ear shot of 
stakeholders and facilitators 
Members of the research 
team must be available 
during survey completion  
 
Not doing so many have led 
to more moderate/less 
truthful answers 
Post-
Deliberative 
Dialogue 
a. Separate focus 
groups for 
professional 
Power dynamic Tenants spoke more freely 
 
Extra time commitment for 
researchers to host 2x the 
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Legend: DD = Deliberative Dialogue, CWG = Core Working Group 
* = Suggested accommodation based on researcher observations/field notes; not implanted in this deliberative dialogue. 
This table describes changes made to the typical/expected deliberative dialogue process and features to accommodate 
the inclusion of community tenants. Accommodations were made in response to suggestions by the CWG or 
observations made by the research team. 
3.6.2.1 Actionability 
Actionability was a central theme that appeared throughout the phases, meeting types, 
stakeholder type, deliberative dialogue discussions, focus groups, and survey feedback. 
Actionability presented itself as one of the most important influences on how decisions 
were made and was the most prevalent concern among tenants. Tenants in the Core 
Working Group reported that their housing complex had been involved in three research 
projects in nine years, none of which they felt resulted in action or improvements. 
Because of this, during meetings some tenants openly expressed reservations with 
trusting the commitment of the research team before seeing action or change. This 
sentiment was echoed in the tenants’ focus group: “you have to decide whether you 
engage and spend a lot of time for it to come to nothing.” Both tenants and professional 
stakeholders expressed that quick, actionable solutions that demonstrated change and 
improvement were necessary to maintain the participation, support, and trust of the tenant 
community, as one tenant in the focus group said: 
“My biggest reason for coming [to the deliberative dialogue and focus group] is 
action. And I think that action is what’s needed, and listening to the tenant rather 
than just lip service, telling us what ‘we’re going to do.’” –TenantFG1 
Ultimately this focus on actionability led to the decision that consensus would be a goal 
of the deliberative dialogue and the dotmocracy would be used to vote on solutions that 
would be brought to the Steering Committee to identify responsible individuals for the 
top solutions. The drive for consensus also shaped the type of questions asked to the 
small groups so that they encouraged thoughts about actionable solutions with less 
abstract discussion. For example, participants were prompted to refer to specific reasons 
(Evaluation) stakeholders and 
tenants 
focus groups 
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why a solution may or may not work in their context and the final question asked 
participants to identify a single solution to put forward. The desire for actionability and 
change also drove the selection of stakeholders; tenants on the Core Working Group 
considered participant selection based on whether stakeholders were able to contribute 
ideas toward actionable solutions and have a contribution or commitment of some kind.  
After the deliberative dialogue, tenant focus group participants expressed that seeing 
change and action distinguished this project from previous projects that fostered their 
mistrust. One expressed feeling heard because changes were made based on those 
discussions: 
“The message got through to the providers and the partners and the community 
more so than any of the dozens and dozens of meetings we’ve had over the 
years…Like, not just the vibe; like a pat on the back and some kind words to us 
little tenants for pacifying our engagement or needs or something, but just 
actually stuff being done.” – TenantFG1 
However, while tenants expressed the desire for “quick” and visible solutions, they also 
spoke poorly about “band-aid” solutions that don’t address the underlying issue and 
solutions that demonstrate little effort and consistency, calling for solutions to which city 
housing and service providers could ensure commitment. 
3.6.2.2 Tenant Narratives as Input 
The tenants typically used narratives as an expression of tacit knowledge when they 
wanted to contribute to or comment on a decision. Tenants contributed numerous, 
detailed personal stories throughout Core Working Group meetings of their own first-
hand experiences or those of tenants they knew. In multiple instances, these contributions 
impacted the direction of the conversation or led to a key decision, including topic 
selection and language use, e.g., replacing “resident” with “tenant” in the issue brief 
because tenants did not feel a sense of community connectedness. Despite the frequency 
of tenant input in meetings, they rarely expressed direct disagreement with a current topic 
or introduced new ideas without the framing of a narrative. In the few instances where 
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tenants expressed forthright disagreement with another member of the Core Working 
Group, it was directed toward another tenant.   
3.6.3  Tenant Impact on Deliberative Discussions 
Overall, the inclusion of tenants was described as crucial and important by every 
stakeholder group and “refreshing and enlightening” by a member of city housing. 
However, multiple factors impacting the course of discussions, both positively and 
negatively, were also identified. An overview of results can be found in Table 6. 
3.6.3.1 New Perspectives 
Professional stakeholders appreciated the new perspective of tenant experiences that was 
gained at the deliberative dialogue and the tenants felt encouraged seeing these 
stakeholders engaged and included in a project about listening to the tenant voices. The 
deliberative dialogue offered a chance for service providers to receive constructive 
feedback from the tenants they serve and understand the burden and expectations placed 
on tenants in the building (see Table 6, 1a). 
Professional stakeholders internalized and conceptualized the majority of the lessons 
learned and solutions reached through the experiences of tenants, as was evident in focus 
groups where service providers shared lessons learned at the deliberative dialogue by 
reiterating a tenant experience or story, rather than referring to the solution discussed or 
directly answering the question asked.  
3.6.3.2 Power Dynamics 
Power dynamics played a large role throughout the planning process, discussions, and 
feelings of tenant security. To mitigate these risks, researchers ensured that stakeholders 
such as general practitioners were not seated at small group tables with their own patients. 
However, building managers and social workers that serve the general population of the 
building complex could not be separated from the tenants with whom they have direct 
contact or working relationships. Many tenants indicated that they freely spoke their 
minds regardless of who was at their table, but three tenants agreed that choosing to 
participate in the deliberative dialogue and focus groups contributed to the risk of eviction  
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Table 6: Summary of results of tenant impact on deliberative discussions. 
 
1. Relationship 
Between Stakeholders 
a. Professional 
stakeholders gained new 
perspectives  
 
“I think as well it [the tenants’ participation] gave me insight more into tenant perceptions that I hadn’t 
had.” – StakeholderFG2 
“[The tenant voice] was also imperative to really understand and contextualise some of the issues, 
beyond just the day-to-day operations, but the actual more qualitative experiences of the residents.” – 
StakeholderFG2 
“I left there thinking like that… like, who else has to do all this work where they live just to feel 
comfortable where they live?  Like, I felt like the tenants had this… Some of the tenants had this job, 
where they…there were expectations that they sort of have to fix this for everybody, and how do we help 
them?” – StakeholderFG1 
b. Power dynamics Fear of retaliation 
“[A]t the meetings you saw [the CEO of city housing]…Various members of management were there. 
And when I’m speaking out and…saying separate the housing from the social aspect […] and get an 
outside organization that’s qualified […] to do that aspect, the social management of us, right.  And it 
was pretty much in agreement what a great thing to do.  Let Housing worry about the buildings. Get 
somebody else to worry about the people. And they didn’t like that. And it kind of shows by them trying 
to, like, give me the heave-ho now. I’m gonna’ fight it, and I’ll probably win, but… I should have a bag 
over my head and… and been more anonymous…[the deliberative dialogue] has brought me to the 
forefront and to the attention of management. Like, the CEO was kind of goin’ Right?  High on his head 
and stuff.” – TenantFG1 
“When you have tenants that are really struggling with something that’s going on in the building, and 
we can’t… we can’t get through to staff how sensitive this is, how incredibly sensitive this is, and you 
know, we’re not… we’re putting ourselves even on the line by discussing it here, in some respects, 
‘cause we just don’t know who’s who and who’s connected.” – TenantFG2 
Hesitation to contribute/feeling of inadequacy 
“I found [the mix of participants] unnerving, myself.” – TenantFG1 
“I didn’t know how to speak to them ‘cause I’m not on their level, so I kinda’ just withdrew a bit and 
listened more, which is what I’m doing now because I have a hard time understanding complex things.” 
– TenantFG1  
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2. Dominance of 
Discussion 
a. Making space for tenant 
expression 
 
Emphasis of negative experiences seen as less credible 
“[L]ived experience shared so 'over the top' unusual difficult to feel this is seen as credible/believable 
and barrier to moving to action + much needed change.” – Tenant Survey Response  
Some tenants dominated discussion 
“I kinda’ dominated the table, I feel, because I did have issues that I felt were never gonna’ be heard.” – 
TenantFG1 
 
“Some of them [the tenants] were… could have… you know, were a little overpowering. However, I 
think that that was, you know, the day… the day to have their voice, to be heard.” – StakeholderFG1 
Service providers holding back to make space 
“I didn’t contribute a whole amount through the deliberative dialogue just because I was in that 
experience of understanding the tenants needs, and I really wanted to be sure that I took that on board 
and…  I mean, it affected me outside of that, but I don’t think that outside of providing minimal 
feedback, that I was giving too much back in terms of that, but I took so much away.” – StakeholderFG2  
b. Emphasis of negative 
experiences 
 
Perceived overrepresentation of negative experience 
You know, being here on the ground, there are quite a number of tenants who actually enjoy being here.  
However, what seems to happen is that the ones who are showing up at these kind of events are the ones 
who are not happy with being here and are quite frustrated […] It seems that they’re probably not going 
to be happy with anything that is done around here.  So, I don’t know how we would have got a more 
broader representation of the clients.” – StakeholderFG1 
Tenant contributions brought conversation away from agenda 
“I’m not sure that the gentleman at our table understood that we were to be discussing the possible 
solutions that were offered [in the issue brief]…the participant was still very active in the discussion, but 
he seemed to be getting… he was very off-topic. It had nothing…It was really not in relation to anything 
that we were discussing or the solutions that we were offering.” – StakeholderFG1 
Legend: FG = Focus Group; Stakeholder = Professional Stakeholder
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and mistreatment in the building that they already felt from being outspoken in the past 
(Table 6, 1b). 
Two tenants also expressed feeling unable to contribute meaningfully with professional 
stakeholders at the deliberative dialogue (see Table 6, 1b). In the survey feedback, many 
tenants attributed feeling prepared to discuss the issues meaningfully to the pre-
deliberative dialogue orientation and one-on-one preparation with a member of the 
research team to review the issue brief and ask questions.  
3.6.3.3 Making Space for Tenant Expression  
Many participants reported feeling that tenants dominated the discussion in small groups, 
including some tenants themselves (see Table 6, 2a). Despite this experience, the majority 
of stakeholders who reported this acknowledged that tenants had reasons for doing so 
including the value of their tacit knowledge and experience to lead discussions (Table 6, 
2a). Some professional stakeholders reported that tenant contributions at times strayed 
from the agenda and issue brief, but many acknowledged that this was appropriate due to 
their position at the table and it was a platform to air their frustrations. 
Two service providers and one public health stakeholder reported holding back their own 
insights during discussions to leave space and time for the input of tenants, noting that it 
was their “time to listen.” This, however, lead some public health and service provider 
stakeholders to feel that they had less to contribute as reflected in both the focus groups 
and survey results.   
3.6.3.4 Emphasis of Negative Experiences 
 It was a concern throughout the recruitment process that the isolated residents whose 
input was most crucial would be the most difficult to recruit. This concern arose in 
discussions at the deliberative dialogue and in focus groups, with some tenants and 
stakeholders attributing some of the emphasis on negative experiences as a 
misrepresentation of the population as a whole (Table 6, 2b). One tenant shared in the 
survey feedback that this emphasis of negative experiences made their positive 
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experiences less heard and look less credible overall, and multiple stakeholders expressed 
concern that airing frustrations brought the agenda off-track and away from solution-
oriented discussions. 
3.6.4  Tenant Impact on the Deliberative Dialogue Process 
3.6.4.1 Conflict, Real and Perceived 
At times, a conflict arose between the goals or needs of the tenants and the goals of the 
research or researchers. One such conflict presented while determining the scope of the 
issue brief. A tenant, service provider, and researcher discussed finding a balance 
between solutions that applied as completely (and therefore best) as possible to the 
current context and tenants, while remaining flexible enough to apply to rent-geared-to-
income housing as a whole when it came to spread-and-scale or the potential to publish 
any section of the issue brief. One tenant expressed concern that the act of identifying and 
recording progress toward filling gaps in services would inhibit the natural course of 
action, should a faster solution outside of the research be found.  
In some instances, researchers had to negotiate data collection approaches that were 
acceptable to the community. While it is ideal to record and collect as much relevant data 
as possible, especially in a case study, it was important to find a balance between 
collecting valuable data about the process and not make tenants feel too “studied.” 
Tenants had reiterated negative experiences with “selfish” research projects in the past 
that appeared to only be concerned with fulfilling their own needs, highlighting the 
importance of demonstrating that the research project was about more than just data 
collection and the tenants’ needs and desires would be accounted for throughout the 
process. A front-line service provider who works in the building complex brought to our 
attention early in the planning process that the tenants experience extreme survey fatigue 
from numerous projects and so the post-deliberative dialogue survey was shortened to 
address only the most relevant key features. 
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3.6.4.2 Transparency 
Recruiting Participants: Some tenants in the focus group who were not part of the 
planning committee admitted that they were unclear about the deliberative dialogue’s 
purpose until attending the dialogue itself. It was speculated in the first tenant focus group 
that increasing awareness in the general targeted community may have increased diverse 
participation by building awareness of and trust in the project. 
Reducing Perceived Conflict: One tenant in the Core Working Group perceived conflict 
between the needs of the tenants and goals of the researchers. While some conflicts, such 
as determining the appropriate amount of data collection, were necessary to navigate, 
researchers made repeated attempts to lessen the perception of additional conflicts. A 
clear presentation was given at the onset of the project by the researchers, and frequently 
reiterated, about the goals, abilities, and roles of the research team in an attempt to 
mitigate these concerns.  
Managing Outcome Expectations: It was reiterated throughout the planning process that 
key tenants did not trust the research project because of three past research projects that 
“did not see it through” because no tangible improvements were made nor actions taken. 
Actionability arose as a major theme of the research project, and it was clear that tenants 
associated success of the partnership with visible action. However, what constitutes 
“action” and “change” may vary between stakeholders. During the focus group 
professional stakeholders explained that action was slow because partnerships needed to 
be formed and they wanted to ensure that the changes they committed to were stable, 
requiring small steps. Some managers explained that the output from the deliberative 
dialogue discussion alone was not enough to take the next steps:  
“Some of these [solutions] are, like, they're not clear. So, it’s like, you know, 
Community Vet Program and Pet Wall. So, like, what does that mean? So, like, 
we’re trying…some things haven’t happened because we’re trying to still get from 
the tenants, like, ‘what does that mean?’ and we’re gonna start bringing one 
solution a month to those tenant planning drop-ins to be able to keep talking 
about where it’s at, what we’re doing, and then, what are we missing, what else 
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does this look like and mean to you?  But I think there's some that we’re still 
trying to explore and kind of figure out what exactly tenants, and the people at the 
deliberative dialogue, meant by some of these.” – StakeholderFG3 
Ethical Exit: The mistrust communicated by a tenant on the Core Working Group was 
rooted in concern that the research team would pull out before finishing the project or 
fulfilling its commitment to the community. Despite a review of the research team’s roles 
and disclosure that we would not be attending the Core Working Group after the 
deliberative dialogue debrief, the tenant felt that our departure left the community 
underserved, indicating that our intention to exit was not adequately communicated:  
“Now that this has been done […] not sure if there will be follow-up for 
accountability; will someone come back to see how it went?...I saw it as being 
great from beginning, expanded more than I thought, and then abruptly stopped. 
Felt at the end we were just cut—end of today, that’s it. Like getting someone on a 
bicycle and letting him on his own, wobbly, and then not coming back to make 
sure he’s okay.” – Field notes, CWG 
3.7  Discussion 
3.7.1  Emerging Themes 
This section outlines five main themes and lessons that emerged from the results of this 
deliberative dialogue evaluation: diverse types of knowledge sharing, importance of 
facilitation to maintain balanced discussions, managing action-oriented outcomes, 
transparency, and flexibility in the planning process.  
3.7.1.1 Diverse Types of Knowledge Sharing 
Throughout the meetings, deliberative dialogue, and focus groups it was observed and 
reported that tenants shared numerous personal stories and narratives. In comparison 
however, other stakeholders did not seem to share stories nearly as often or extensively. 
Such experiences have been documented by authors who involved patients, the public, or 
service users in research, who ultimately provided recommendations to avoid meetings 
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being overridden and agendas brought “off track” by expressions of personal experiences 
from patients and the public (Brett et al., 2014; Ong & Hooper, 2003). However, while 
we did see evidence of tenants using the meetings, pre-deliberative dialogue orientation, 
deliberative dialogue, and focus groups to air their frustrations, they acknowledged that it 
was because this might be their only chance to do so. Additionally, we speculate that 
these meetings and focus groups were a safe space for tenants to discuss their challenges 
and feel heard. Given the hesitancy of tenants to trust that researchers were truly willing 
to listen and produce outcomes significant to the tenants, it was especially important to 
allow tenants the space they needed to feel comfortable and express themselves openly, 
and this may be in integral step in establishing relationships and building relational 
quality. 
A number of key decisions made in the deliberative dialogue planning process could be 
traced back to personal stories shared by tenants about themselves or someone they knew 
and it appeared to be a method of expressing tacit knowledge. We therefore urge caution 
in discouraging or disregarding the significance of personal narratives and stories from 
the participants who have been invited for the very reason that they have distinct and 
unique perspectives.  
It is possible that tenants shared detailed stories as a way to ensure that members of the 
Core Working Group and other participants in the deliberative dialogue really understood 
the context in which they live. Professional stakeholders appreciated tenant inclusion for 
the express purpose of understanding situations from the tenant perspective. In the focus 
groups, stakeholders often repeated tenant stories as a means of expressing what they had 
learned, which may indicate that these narratives remain an integral part of understanding 
the concepts they represent, even when transferred to another stakeholder. To preserve 
these tools for community members, facilitators should be cautious about discouraging 
participation through personal narratives and must find a balance between appreciation 
for this means of knowledge exchange while maintaining a strategy to stay on track.  
3.7.1.2 Importance of Facilitation to Maintain Balanced Discussions 
It was essential to maintain a balance between constructive input about barriers and 
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solution-focused discussion, with the tendency of some tenants to dominate the 
discussion with personal experiences that strayed from the agenda. The engagement of a 
skilled facilitator is necessary to differentiate a tangent from a narrative contribution and 
recognize when feedback and experiences are not constructive to the issue at hand and 
return to the guidance of solutions in the issue brief.  
Some stakeholders willingly held back their own ideas and insights to allow tenants more 
time to speak, as they also felt this dialogue was the tenants’ time to contribute and be 
heard. However, a deliberative dialogue is founded on the principle of diverse stakeholder 
input and transformative discussion. If one stakeholder dominates the discussion for any 
reason, the contextualization and tacit knowledge from other stakeholder groups are lost 
and vital barriers or facilitators to potential solutions may be overlooked. In turn, this 
impacts the next steps that may be taken after the deliberative dialogue if not all barriers 
to implementation were sufficiently considered and weighed. It is therefore also 
important that facilitators maintain this balance by recognizing when stakeholders are 
voluntarily holding back for fear of overriding the discussion and encourage feedback 
throughout the conversation.  
3.7.1.3. Managing Action-Oriented Outcomes 
Unlike typical deliberative dialogues, this dialogue was heavily focused on encouraging 
consensus in small groups and identifying actionable solutions that would lead to change. 
Typically, in deliberative dialogues that do not aim for consensus, stakeholders rate the 
lack of consensus as a goal favourably in participant surveys and report that they 
appreciated the opportunity to consider and explore issues, recognizing that commitments 
could not be made on behalf of their organizations without further discussions and 
exploration (Boyko et al., 2014; Lavis et al., 2009; Lavis et al., 2014; Moat et al., 2014). 
Professional stakeholders in this deliberative dialogue reiterated this sentiment, detailing 
the need to explore partnerships and better understand organizational capabilities before 
making commitments. However, actionability and tangible outcomes were vital in this 
context, as tenants had experienced numerous research projects that did not provide any 
positive change and insisted that outcomes from the research must be tangible and 
beneficial to them in order to maintain their trust and participation. 
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This highlights the need for further discussions to take place after the initial dialogue. 
Service providers disclosed a need to reconnect with tenants to clarify the goal and 
intention of some solutions as smaller steps were taken toward committing to the 
solutions overall. This is in line with tenants’ rejection of ‘quick fixes’ that are low-effort 
and non-committal. To sustain this action, it is necessary that there is oversight and 
structural collaboration to move solutions into change. The research team may support 
this by providing participants with a detailed description of small group discussions 
(recorded by note takers or as summaries of transcripts) that capture the intention of each 
solution.  
Tenants equated being heard and the success of the research project with tangible change 
and improvement, despite acknowledgement that sustainable and beneficial solutions 
require planning and commitment. Therefore, participants should be continually updated 
about the status of solutions including follow-up from researchers or professional 
stakeholders to demonstrate continued commitment. This follow-up communication with 
tenants when they cannot see progress may manage their expectations and allow them to 
see actionability before, and separate from, tangible change.  
3.7.1.4 Transparency 
The research team learned early in the planning process that the tenants had substantial 
mistrust in research projects and hesitancy to engage in or contribute to research. Despite 
the research teams’ best efforts to remain transparent throughout the research process, one 
tenant viewed our exit as abandonment of the project, despite exiting within the planned 
timeframe and after fulfilling all planned and communicated commitments. This 
demonstrated a need to be even more clear in our roles and abilities as researchers as well 
as the need to build a means of supported action and collaboration between the 
stakeholders to hold professional stakeholders accountable to tenants as they pursue 
further action. 
3.7.1.5 Flexibility in the Planning Process 
Although all deliberative dialogues vary in how they design and implement key features, 
researchers should be prepared to have extra flexibility when designing a dialogue with 
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community members. Decisions may be influenced by accessibility and accommodations 
made for the community members, particularly if they have experienced involvement 
fatigue from previous research projects or are a vulnerable population that is more likely 
to experience higher rates of mental and chronic illness that may impact mobility or the 
extent to which they can engage throughout the project (see Table 1; Kovacs Burns et al., 
2014; van Deventer et al., 2015). The research team must be prepared to address these 
needs and ensure that the community members have ample opportunity to define their 
own needs. For example, while most deliberative dialogues hold two to three planning 
meetings (e.g. Daya, 2017; Boyko et al., 2016), the Core Working Group met five times 
and the Steering Committee three times to ensure that all necessary input from relevant 
participants was captured. 
The review of the context demonstrated the importance of understanding pre-existing 
relationships and tensions within and between stakeholder groups that require ongoing 
navigation. With this contextual knowledge, we understood the importance of 
communicating our goals and abilities frequently with the research team as well as the 
importance of integrating actionability into the goal of the deliberative dialogue.  
3.7.2  Strengths & Limitations 
This project has limitations that must be acknowledged. First, we collected data that 
illustrated the perception that participants had toward tenant contributions to the 
deliberative dialogue, but this could have been strengthened with direct observation of 
tenant contributions to the discussions or analysis of transcripts that detailed individual 
contributions at each table. The addition of this data could have allowed us to draw 
comparisons between the perceptions of participants around tenant contributions to the 
actual dialogue. 
We recognize that the “other” category in this analysis consists of a range of stakeholders 
from policy makers to acute care to funders. Thus, grouping these participants together 
might not be indicative of any substantial findings of trends in the data for this group. 
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As described in some participant feedback, the sample of tenants who attended the 
deliberative dialogue may not have been representative of the tenant population as a 
whole due to sampling bias; people who tend to be more involved and social are more 
likely to accept invitations to participate (Shaghaghi, Bhopal, & Sheikh, 2011). Because 
the deliberative dialogue focused on social isolation, the input of tenants who are the most 
socially isolated would have been incredibly valuable to determine what solutions would 
appeal to them and are more likely to be accepted.  Further, an overrepresentation of 
negative experiences in the building, as was speculated by some participants, could have 
led the discussion toward issues in the building that were not of concern to the majority of 
tenants and those who did participate may have been more critical of proposed solutions.  
Finally, this project involved public participants that are part of a heavily marginalized 
community with previous negative research experiences. While this research establishes 
the viability of public inclusion and a knowledge base to begin exploring the use of public 
participants in deliberative dialogues more widely, the results from this study may not be 
reflective of nor transferable to all types of community members who may be consulted 
in a future deliberative dialogue. Future research should explore diverse community 
populations; in contexts where the issue and solutions are not as critical to the community 
members’ lives, there may be a different emphasis placed on immediate actionability and 
a more balanced power dynamic with professional stakeholders when all groups have a 
similar ownership of and vested interest in the issue. 
This project also had numerous strengths. Case study methodology allowed descriptive 
data collection and heavily detailed reporting of the planning and decision-making 
processes, including factors that impacted the range of key features selected. Using 
thematic analysis we were able to look across the process to identify themes and impacts 
throughout all phases of the deliberative dialogue and draw direct correlations between 
the needs of the tenants, accommodations made in response, and the reception of those 
actions by all stakeholders. This descriptive account of the process is largely missing 
from the deliberative dialogue literature and may provide guidance to future researchers 
who are looking to the literature for contextual similarities so that they are able 
distinguish why decisions were made in our circumstances and whether they are 
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transferable. Additionally, this single case study may contribute to an eventual review of 
common deliberative dialogue traits, as we recorded and surveyed participants about 
many of the same features that can be traced across and compared to others in the 
literature (Boyko et al., 2014). 
3.8  Conclusion 
Deliberative dialogues can be used to bring together diverse perspectives from 
professional and lay participants with the input of research evidence to tackle health and 
social issues. This case study emphasized the merits of including those with lived 
experiences in setting priorities and making decisions in their own community. However, 
to support a productive process attention must be devoted to lay participants’ needs 
before and during the event. This study highlights the importance of collaborating with 
lay participants during the planning phase of the deliberative dialogue to appropriately 
assess their needs and goals and anticipate necessary accommodations.   
Overall, the deliberative dialogue was rated positively by all participants and resulted in 
consensus of top-priority solutions for the community. All stakeholders responded 
positively to the inclusion of community tenants and deemed them essential to the process 
within the context of serving the targeted apartment complex.  
Given the diversity between potential public groups that may be involved as stakeholders, 
future research is warranted on public participation in deliberative dialogues throughout 
diverse contexts. 
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Chapter 4 
4.1  Overview 
This thesis describes a single mixed methods case study of a deliberative dialogue that 
involved community members. Existing PPI literature identified common facilitators and 
barriers across PPI in health service delivery and design, yet gaps exist pertaining to the 
influence that facilitators and accommodations have on the engagement process.  
Typically, deliberative dialogues reported in the literature do not involve public 
participants (i.e., lay persons) as stakeholders and when they have (e.g., Daya, 2017), 
there has not been a focus on how the public participants impact the process of planning 
and implementing the deliberative dialogue, nor what accommodations were included to 
tailor the process to their needs. PPI literature in service delivery and design has 
consistently demonstrated that public participants have unique needs from other 
stakeholders that should be considered and accommodated in order to achieve effective 
collaboration and their successful and sustainable integration (Bombard et al., 2018, 
Goodhew et al., 2019; Kenny et al., 2015; Kovacs Burns et al., 2014; Liang et al., 2018).  
As such, this case study 1) contributes to the deliberative dialogue literature by exploring 
the novel context of incorporating public participants as stakeholders and 2) can also be 
situated in the broader PPI literature to provide an exploratory instance of deliberative 
dialogues as a method of PPI. This deliberative dialogue case study explored how the 
typical deliberative dialogue process was adjusted to accommodate public participants, 
the perception of and response to their inclusion by all stakeholder groups, and the impact 
that their presence had on the planning process and discussions.  
Case study findings revealed that tenants had influence on the planning process and key 
decisions, the deliberative discussions, and on the research process itself. In these areas, 
four main themes emerged: 1) diverse types of knowledge sharing; 2) importance of 
facilitation to maintain balanced discussions; 3) managing action-oriented outcomes; and 
4) flexibility in the planning process. Each of these themes provide insight that may guide 
researchers or organizers on how to integrate public participants in deliberative dialogues 
and prepare for the extent of flexibility required as demonstrated in this case.  
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The results detailing the adjustment of the process as well as stakeholder feedback 
coincide strongly with barriers and facilitators to the PPI process. Additionally, the 
perceptions related to the tenants’ involvement provide insight to barriers related to 
stakeholder attitudes and beliefs. Overall, the comprehensive evaluation of the process 
contextualizes these barriers and facilitators and exemplifies their impact and necessity.  
4.2  Summary of Key Findings 
4.2.1 Deliberative Dialogues as a PPI Strategy  
This case study involving community members as stakeholders in a deliberative dialogue 
demonstrates that deliberative dialogues are a viable strategy to conduct PPI in service 
delivery and design. The literature surrounding this avenue of PPI suggests that the use of 
a policy dialogue may address the shortcomings of many PPI projects to allow expression 
of diverse views, build a shared understanding among stakeholders, and consider diverse 
barriers to implementation (Bombard et al., 2018). Overall, the use of a deliberative 
dialogue as a PPI strategy did address many of these suggested barriers. This was in part 
achieved through some features inherent to deliberative dialogues; they are organized so 
that all participants are brought to the table at once, allowing real-time feedback on ideas 
and solutions, stakeholders are encouraged to contribute equally to discussions, and tacit 
knowledge is valued such that stakeholders do not have to be experts to contribute 
(Boyko et al., 2012; Boyko et al., 2014). Additionally, the input of research evidence 
informs and guides discussions, allowing the consideration of evidence-based solutions 
and encouraging the consideration of additional barriers to implementation (Moat et al., 
2014). The deliberative dialogue was also strategically planned and implemented with 
consideration for the context of pre-existing power relationships and the needs of the 
tenants. For example, an engaged facilitator ensured that discussions remained focused on 
relevant issues and solutions and that stakeholders had equal opportunities to speak. 
Training the tenants with an orientation session and ensuring that the materials were 
accessible and understandable ensured that tenants entered the discussions empowered 
and prepared to engage with professional stakeholders. Feedback from numerous 
stakeholder groups reported that a shared understanding was reached during the 
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deliberative dialogue and the ability to view the issues from multiple sides through input 
from research evidence and diverse groups was a highly rated feature.  
The INSPIRE deliberative dialogue represents PPI at two levels of involvement: 
engagement (in the deliberative dialogue) and partnership (in the planning process) at an 
organizational/meso level (Carman et al., 2013; Walsh et al., 2016). In the planning 
process of the deliberative dialogue, tenants were members in two of three decision-
making teams with equal input and influence in the discussions as other stakeholders, as 
identified in field notes and meeting minutes. These teams were responsible for making 
key decisions such as the topic and goals of the deliberative dialogue (refer to Figure 1 
for a full list of topics). Throughout this stage of the deliberative dialogue, tenants were 
engaged as partners in the co-design process (Carman et al., 2013). Second, the 
deliberative dialogue itself represents a method for involvement that may be used within a 
larger PPI project or collaboration. The deliberative dialogue event allowed numerous 
stakeholders, including public participants, to set priorities for a high-priority issue in a 
democratic way and with mutual understanding. As the deliberative dialogue took place 
within a larger project and informed priorities for a pre-existing partnership to move 
forward, it demonstrates the viability as a tool to bring additional members of stakeholder 
groups into a partnership for consultation or as a method used with members of an 
existing PPI partnership to set goals and priorities in one meeting. For example, Bombard 
et al. (2018) suggest that the use of “deliberative spaces” (p. 16) supports stakeholders in 
building partnerships, building consensus, and enabling the sharing of experiences within 
a larger partnership or project. Thus, utilization of a deliberative dialogue, carefully 
planned to incorporate public participants, may provide a productive and democratic 
environment to achieve mutual understanding and overcome numerous identified barriers 
that may appear within larger partnership projects.  
4.2.2  Addressing Gaps in the Literature 
This section demonstrates how the approach to recording, analyzing, and viewing the 
partnership and involvement process compliment the gaps identified the literature in 
chapter 1. As anticipated, we demonstrated valuable lessons that implementing changes 
and accommodations to public participants were not simple, singular events. In the 
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analyzed PPI literature, facilitators and enablers to improve PPI were commonly 
represented as though they were independent of each other and could be implemented in 
isolation of the process or other facilitators (Bombard et al., 2018; Goodhew et al., 2019; 
Sandvin Olsson et al., 2020). Throughout the deliberative dialogue it became clear that 
this was rarely the case. Considering that conflicting barriers and facilitators were 
identified in the PPI literature, it is important to report how the implementation of 
facilitators and accommodations reflected throughout the process as a whole to assess 
whether they had an impact on other aspects of the planning, implementation, and 
stakeholders that need to be anticipated (Bergerum et al., 2014; Bombard et al., 2018). 
The impact that accommodations had that were carried throughout the process were 
important to consider for three main reasons, described below. 
4.2.2.1 Sustaining Facilitators Over the Course of the Project 
The analyzed PPI literature typically represented facilitators as singular actions or events 
that could be implemented at a singular point in the process to address an encountered or 
anticipated barrier (Goodhew et al., 2019; Kenny et al., 2014; Sandvin Olsson et al., 
2020). However, it became clear that these actions do not necessarily occur at a single 
point in time. For example, the PPI literature suggests that roles of participants and the 
organization or research team should be clarified to ensure trust and transparency 
(Djelloui et al., 2019; Sandvin Olsson et al., 2020). Understanding the context of the 
building complex and tenant relationships with researchers and service providers allowed 
the research team to anticipate this need and we gave numerous presentations and 
explanations about the researchers’ roles and abilities. Regardless, there remained 
uncertainty and mistrust throughout the project and our exit was viewed as “quitting” 
when the project ended. This implies that such action needs to be sustained throughout 
the project and it may be necessary to check in with participants throughout the process to 
ensure that roles and communication are clear. The finding that roles and expectations 
need on-going clarification has also been echoed in the IKT literature to both build trust 
and avoid misconceptions throughout the process (Gagliardi et al., 2016). 
Organizers of PPI projects should not anticipate that facilitators are effective after a single 
implementation, as is the impression given by the literature, and must verify that the 
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barrier has been overcome, otherwise there is a risk that the barrier will be sustained 
throughout the project. Further, considering the context and understanding community 
history may aid in anticipating the extent that facilitators need to be reinforced, as 
demonstrated in this example; understanding the community history was pertinent to 
anticipating the extent that these presentations needed to be given to navigate trust and 
relationship building.  
4.2.2.2 Considering Resources Necessary for Implementation  
Additional investments were necessary for many suggested accommodations. For 
example, to ensure that participant-facing materials did not contain unnecessary jargon 
and were easy to understand they were edited by the Core Working Group. This required 
an additional meeting of the group and iterative refinements, resulting in a tightened 
timeline for researchers to complete the draft and implement edits, in advance of the 
scheduled dialogue. The pre-deliberative dialogue orientation session took longer than 
anticipated because tenants needed sufficient time to air frustrations with the research 
process, building, and each other before being able to move forward constructively. This 
was necessary for the researchers to understand the extremely challenging context in 
which the tenants live and the historically broken trust between the tenants and 
researchers in previous projects which made them feel abandoned. Listening and allowing 
space to express frustrations at this initial meeting is paramount to building trust and 
reducing these conversations later in the process (Bombard et al., 2018; Ong & Hooper, 
2003), however the research team underbudgeted the time required for these 
conversations before discussing the evidence brief and we did not have time to complete 
the full agenda or obtain consent from participants. In order to ensure participants 
understood the purpose of the deliberative dialogue and obtain fully informed consent, a 
researcher met with all tenants one-on-one to obtain consent and answer existing 
questions, requiring considerably more time than was allotted for the orientation.  
A noted gap in the PPI literature was that recommendations of facilitators rarely detailed 
the necessary addition of time or resources. This is a significant gap because a common 
barrier to the implementation of PPI, or the success of an existing PPI project, is that 
organizational leaders and staff viewed PPI as time consuming and the necessary 
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resources for effective partnership were severely underestimated (Kovacs Burns et al., 
2014; van Deventer et al., 2015). When implementing public participants in a partnership 
that does not usually include them, such as deliberative dialogues, it is therefore 
important that organizers anticipate that additional resources will be necessary in the 
accommodation of tenants, as some needs may be unpredictable, and the implementation 
of facilitators suggested in the literature are not as straightforward as they are presented.  
4.2.2.3 Balancing Accommodations  
Flexibility in the research and planning process resulted in a necessity of trade-offs 
between what might benefit different stakeholder groups best. In the literature, an 
identified gap was that many authors did not report or consider the impact that 
accommodating one stakeholder group might have on conflicting needs of or barriers to 
other stakeholders, despite numerous conflicting barriers and facilitators existing 
throughout PPI literature reviews (e.g. Bombard et al., 2018). For example, it was 
determined that hosting the deliberative dialogue in the afternoon would be more 
accessible to tenants with chronic conditions, although this timing was less convenient for 
professional stakeholders. Additionally, although all key features of the deliberative 
dialogue were rated highly overall, there were differences between stakeholder groups 
that implied several key features were more favourable among some over others.  
This implies a fine balance between the design and implementation of some key features 
meant to aid public participants at the expense of another stakeholder group in an 
important way. For example, aiming for consensus was most popular among tenants, 
while all other stakeholder groups rated this feature much less favourably on average. 
This value of consensus was anticipated for tenants based on the drive for actionability 
and tangible outcomes; tenants expressed during focus groups that they did not want just 
another discussion where providers learn and then walk away with no accountability to 
follow-up. This speaks to the stake or ownership that the different stakeholder groups 
have in the collaboration that should be considered when balancing their needs and goals. 
Actionability was crucial to tenants to demonstrate that their concerns were being listened 
to and service providers were serious in their commitment to produce meaningful change. 
Prior to this deliberative dialogue, tenants disclosed that they felt their time was wasted 
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by projects that did not benefit them directly and were less willing to dedicate their time 
to projects if they would not see change as a result. However, consistent with other 
deliberative dialogue literature, consensus was not highly valued among professional 
stakeholder groups in relation to other key features (Boyko et al., 2014; Lavis et al., 2014; 
Moat et al., 2014). This reflects the acknowledgement of professional stakeholders that, 
even as decision-makers, they cannot devote resources or action on behalf of the 
organization they represent (Lavis et al., 2009; Lavis et al., 2014). Professional 
stakeholders’ reflections that they appreciated using the deliberative dialogue to learn and 
shape their own thoughts and beliefs toward the services they provide, coupled with their 
acknowledgement that actionable outcomes are less realistic, implies that the outcome of 
the dialogue has lower stakes for them if actionability is not seen.  
These findings suggest that although trade-offs between stakeholder preferences may be 
necessary in some instances, it is important to consider the reason for each stakeholders’ 
needs and preferences and how they reflect a barrier to engagement. Organizers can not 
plan to implement facilitators as needed in isolation, as the process may be impacted 
elsewhere in more significant ways. Understanding where conflicting needs arise and 
carefully weighing the value of each accommodation is recommended. 
4.2.3 Stakeholder Relationships and Power Dynamics 
Power dynamics were anticipated to be a major barrier throughout the deliberative 
dialogue process that would require numerous accommodations to navigate. The 
community tenants are a heavily marginalized population that have faced stigmatization 
as a result of their tenancy in rent-geared-to-income housing and numerous social 
determinants of health that have accumulated to increase their experiences with mental 
illness, addiction, and social isolation (see Table 2). Additionally, tenants held a negative 
view of city housing and building service providers, two main stakeholder groups that 
were engaged in the deliberative dialogue, and this had been expressed as an “us versus 
them” mentality by some tenants.  
In the PPI literature, power dynamics are not only represented by hierarchies in pre-
existing provider-public participant relationships, but are also represented by public 
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participants’ ability and confidence to engage (Bombard et al., 2018; Goodhew et al., 
2019). Lay participants typically have less experience with jargon and organization 
processes and procedures, which position them to feel less able to contribute and to 
experience a power dynamic by virtue of the expert-lay divide between stakeholders 
(Bombard et al., 2018; Goodhew et al., 2019). To address power imbalances for PPI 
projects or exercises, we suggest including tenants on a planning committee that have the 
ability to set priorities and empowering them to choose a topic that is meaningful for their 
needs (Brunton et al., 2017). For example, the chosen deliberative dialogue topic was one 
that was deemed relevant to tenants’ lived context (see Table 2) and addressed the issues 
that tenants faced, as opposed to policy makers or city housing choosing the topic and 
guiding discussions toward a pre-determined agenda. Public participants on the planning 
committee can also pilot-test participant facing material to ensure that language is truly 
appropriate and understandable so that public participants are not disadvantaged by a lack 
of understanding the context or decision-making process.  
For public participants that are not on the planning team, we suggest a detailed orientation 
session take place before the event to prepare participants, answer questions, and increase 
confidence in their own abilities. Ensuring participants come ready to engage in 
constructive collaborative discussions increases their empowerment and confidence to 
engage with stakeholders whom they may see as at an advantage due to their expertise 
(Bombard et al., 2018). As demonstrated in the deliberative dialogue, splitting the 
discussion into small groups and separating public participants and professional 
stakeholders that have a pre-existing relationship may allow each to feel more 
comfortable able to speak freely about their experiences. Managing these relationships to 
plan seating arrangements again demonstrates the importance of having an intimate 
understanding of the context and key relationships between stakeholders. If certain power 
dynamics cannot be mitigated, such as when a service provider had relationships with all 
building tenants or in a scenario where small group discussions may not be feasible, we 
suggest that organizers provide a list of all participants in advance of the event so that all 
stakeholders can determine their comfort levels and consider any risks based on 
stakeholders with whom they have a pre-existing relationship.  
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Some PPI barriers associated with power dynamics were not encountered or were not as 
significant as anticipated. For example, professional stakeholders’ attitudes toward public 
participants and their capabilities is noted as one of the largest barriers in the PPI 
literature and was anticipated in some deliberative dialogue conversations as well 
(Goodhew et al., 2019; Liang et al., 2018; Kovacs Burn et al., 2014). While we identified 
some discomfort with the amount tenants dominated conversation or spoke to an issue 
beyond the scope of the dialogue, no stakeholder reported questioning the value or 
legitimacy of tenant contributions. In fact, many were grateful to hear their unique 
perspectives. There is a possibility that this is because the event was framed specifically 
around the value of tenant input; invitations to participate advertised the opportunity to 
gain local knowledge and collaborate with the tenants themselves.  
The barrier of provider skepticism of PPI processes in general and fear of relinquishing or 
sharing power largely impact the willingness to form equal partnerships and undertake 
PPI projects, neither of which were factors in the dialogue itself (Goodhew et al., 2019; 
Kovacs Burns et al., 2014). Such relationships and hesitancies are more relevant to the 
deliberative dialogue planning process, a level of PPI where tenants were partnered rather 
than merely engaged (Carman et al., 2013; Goodhew et al., 2019). The deliberative 
dialogue itself was a singular conversation in which the tenants did not have any direct 
decision-making power following the discussion. During the deliberative dialogue, tenant 
participants had strong input into the discussions and the power to vote on priority-setting 
for decision-makers during the dotmocracy, however the power to implement these action 
items still rested with professional stakeholders. Unfortunately, due to the nature of this 
project and the formation of the teams before my involvement began, data on the 
formation of the Core Working Group partnership and recruitment of stakeholders at this 
stage were not available. Thus, it is possible such attitudes did exist but were not detected 
in this study. 
4.2.4  Knowledge Translation and Experiential Knowledge 
The larger KT literature strives to integrate experiential and tacit knowledge as a 
legitimate form of evidence worth consideration in decision-making and research 
74 
 
 
 
processes (Oliver & Duncan, 2018). By merit of how deliberative dialogues are structured 
to encourage input of experiential and tacit knowledge, including public participants as 
experts of their lived experiences should place emphasis on the local knowledge they 
have as evidence of equal consideration to that of other stakeholders (Boyko, 2010). 
However, Kenney et al. (2015) recognize that using dialogue as a tool to elicit local 
knowledge from lay community members is prone to unbalanced power dynamics, in 
which the presumption that experts can contribute the most legitimate knowledge still 
exists. Deliberative dialogues are not inherently guarded from this bias. While they are a 
tool that purposefully incorporates experiential and tacit knowledge, such knowledge is 
typically provided by professional and expert stakeholders and thus dynamics of power 
and a knowledge hierarchy are rarely noted. In this deliberative dialogue, there was no 
indication that professional stakeholders devalued tenant knowledge or viewed them as 
illegitimate knowledge sources. In fact, the professional stakeholders shared an 
appreciation for the experiential knowledge that tenants brought that they could not have 
gained elsewhere. However, the unconscious perception of what constitutes knowledge 
has the potential to introduce bias into what information is retained and considered. While 
many participants acknowledged the importance of tenant contributions, some 
professional stakeholders expressed frustration at how or when some views were 
expressed, taking the conversation “off-track”. This is a common frustration in the 
literature seen throughout dialogues, focus groups, and meetings that include public 
participants, and is presented as an inconvenient tendency to be curtailed (Brett et al., 
2014; Ong & Hooper, 2003).  
When Ong and Hooper (2003) describe the prevalence of personal stories, they do so in 
the context of how it detracts from the research agenda and frame it as the antithesis to 
“dispassionate” and “structured” approaches, recommending how such input may be 
avoided rather than integrated into their concept of contributions and what constitutes 
evidence and research-relevant data (p.335). Such views demonstrate a perspective that 
although public participants’ views and experiences are being solicited in a way that 
organizers intend to use the knowledge provided, value is still being placed on what is 
considered knowledge, while stories and passionate discussion is disregarded as irrelevant 
to the goal of the organizers.  
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In contrast, tracking the stories and contributions of tenants in this deliberative dialogue 
demonstrated that tenants used personal stories to elicit understanding of their perspective 
and intentionally impact the direction of conversation. This occurred even when the story 
seemed completely irrelevant at face-value. For example, some stories shared in meetings 
by tenants subtly changed the direction of the conversation in a purposeful way, and I 
had, admittedly, found myself taking this time to catch up on my field notes and omitted 
many details of the story that seemed unrelated to the topic. It was only upon later 
reflection and analysis of the notes that it became obvious that the content of these stories 
was indeed very relevant and significantly impacted a key decision. It is possible that 
discouraging personal stories and narratives from community members—especially when 
there is a power dynamic between them and others that may influence their confidence to 
disagree directly—may erase the contributions of these members or diminish the means 
by which they are comfortable expressing themselves. Consequently, by dictating how 
knowledge is shared one may very well be dictating what knowledge is shared. This is a 
novel finding that we are not aware of in any of the literature surrounding PPI in service 
delivery and design; rather, expressions of personal stories are consistently labeled as a 
barrier to clear discussions and rather than providing strategies of how to recognize and 
harness these stories as an asset, recommendations are made for how to limit this type of 
sharing or steer it toward what is considered “productive” as is pre-established by the 
researchers (Brett et al., 2014; Ong & Hooper, 2003). 
4.3  Implications for Research 
First and foremost, this study contributes to the current body of deliberative dialogue 
literature through the examination of a novel context. As a single case study it serves to 
raise insights, as well as demonstrated that it is possible to involve public participants in 
deliberative dialogues and that they are viable stakeholders worth considering in future 
collaborations. All key design features were rated favourably, and tenants did not rate any 
features lower than another stakeholder group. Overall, the dialogue was rated very 
positively on average, indicating that the process itself was deemed successful by 
participants. The strengths of including public participants is evident in the reactions and 
feedback of the professional stakeholders; multiple stakeholders reported gaining new 
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perspectives of the population they serve and viewing their day-to-day struggles more 
sympathetically. By involving those affected by the issue in planning and priority-setting, 
the deliberative dialogue addressed a topic that was important to the community and 
identified solutions that are were more likely to be applicable to and utilized by the 
tenants, because their opinions on why a program may or may not succeed or be highly 
regarded informed which solutions were chosen.  
This study also demonstrated that decisions about the range and implementation of key 
features of the deliberative dialogue relative to the context impacted its success. In the 
current deliberative dialogue literature, there is a lack of reporting on how such features 
have been incorporated and why. These findings reinforce the importance of providing 
such details in reports and evaluations of deliberative dialogues so that they may be 
compared across contexts, particularly since this demonstrates the role situational factors 
play in making these decisions and the influence they have on the success of the 
collaboration. In the future, a cross-case analysis may shed light on some of these 
remaining gaps. 
The identified relationships between accommodations, impacts, facilitators, and barriers 
begins to address gaps in the PPI literature. It is suggested by numerous authors that how 
context impacts these features and the process by which they are implemented are 
important (Conklin et al., 2012; Sandvin Olsson et al., 2020). This study demonstrates the 
legitimacy to those claims by tracing these relationships throughout the entire process, 
and supports the importance of pursuing this avenue of research more in-depth and 
throughout multiple types and levels of PPI. The tenants in the deliberative dialogue 
represented an extremely marginalized population with a history of mistrust in 
researchers and service providers; this made it particularly important to pay attention to 
issues of power and participant comfort. In turn, the context shaped many interactions and 
strategies throughout the process including the topic chosen for the deliberative dialogue, 
redirected the goal toward actionability, and necessitated space to be given to tenants to 
air frustrations.   
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4.4  Implications for Practice 
There are numerous key implications for practice that can be derived from this research, 
for deliberative dialogue planning and PPI in service delivery and design. First, it is 
important to understand the context and characteristics of the public participants, as 
historical experience with past projects or organizational stakeholders may heavily impact 
trust, willingness, and the extent that organizers need to clarify their roles, abilities, and 
intentions to build a trusted and transparent relationship.  
Based on this work, organizers of deliberative dialogues need to ensure that there is 
representation from all stakeholder groups in the planning committee as a way to 
understand participant context and experiences, which can assist organizers in 
understanding how to approach the deliberative dialogue participants and topics. When 
public participants are involved, explicit attention must be given to navigating and 
mitigating power imbalances. Strategies to do so include the use of a neutral facilitator to 
ensure all stakeholders contribute equally and feedback is specifically solicited from 
public participants if they hesitate to contribute. However, these facilitators should be 
trained to recognize that narrative contributions from tenants may be an expression of 
tacit knowledge and should not be discouraged, otherwise they run the risk of favouring 
expert knowledge input into the discussion when it is viewed as more straight forward 
and directly relevant. We received feedback from tenants that an orientation session 
before the deliberative dialogue was fundamental to the comfort, confidence, and 
understanding of the public participants. We highly recommend that a similar meeting is 
planned when incorporating any lay participants into a structured discussion where they 
might be unfamiliar with the process and jargon, in order to increase their confidence and 
capabilities to contribute alongside professional stakeholders or experts. 
Where policy dialogues are an appropriate tool in a PPI collaboration, deliberative 
dialogues are a feasible option that address additional barriers and facilitators. While the 
planning phase of the deliberative dialogue represented PPI in a partnership, deliberative 
dialogue events may be used as a tool within a larger and existing collaboration in the 
formative steps of exploring potential solutions. This allows discussions to incorporate 
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scientific evidence, actors outside of the collaboration to provide comprehensive views of 
the issue, and builds a receptive environment to allow equality among stakeholders.  
The findings of this study demonstrate that accommodations, facilitators, and barriers are 
interactive throughout the PPI process. Recommendations in the current literature are 
consistent but vague, and these findings suggest that there is much more to implementing 
them and additional considerations and relationships between factors need to be 
considered. Our recommendations from this work are to: (1) view the planning and 
implementation process as a whole and consider what barriers and facilitators may 
conflict, as they do not occur in isolation. Consider context and stakeholder relationships 
when the needs of stakeholders conflict and must be balanced; (2) follow up after 
facilitators are implemented to ensure they do not need to be expanded or sustained to be 
effective; and (3) maintain flexibility in the planning and implementation process and 
allot additional time and resources for unanticipated accommodations.  
4.5  Strengths and Limitations 
Limitations pertaining specifically to the deliberative dialogue evaluation are captured in 
chapter 3. The following section reflects on the limitations of this study as a whole. 
The nature of this single case study meant that findings serve to raise insights about 
deliberative dialogues in the context of the PPI in health and social system planning and 
decision making. Evaluating the deliberative dialogue with public participants enabled the 
exploration of the concept and its feasibility, where future research may explore this 
further and more intentionally. Given the large amount of time and resources necessary to 
hold a deliberative dialogue, the demonstration of its feasibility and viability on a smaller 
and restricted scale in this project may encourage future projects to further investigate this 
context without the risk it would present as a completely unexplored and unknown 
circumstance. For example, we have demonstrated multiple points in the deliberative 
dialogue process that necessitated additional time and resources from the research team. 
Future projects may better prepare to integrate key features that we found facilitated 
tenant engagement—such as the orientation session—and incorporate the costs of doing 
so in their initial plans. Treating this smaller case study as a pilot may allow future 
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research to justify the costs of engaging community members in deliberative dialogues 
because it has been demonstrated to be successful.   
This work could have been strengthened if it included multiple cases of deliberative 
dialogues that included public participants. This single case study raised insights that 
future research may explore, but multiple case studies would have uncovered patterns in 
the data to produce more rigorous insights into the relationships between public 
participants, professional stakeholders, and the deliberative dialogue process.  
Throughout the comparison to the PPI literature, it became apparent that each phase of 
the deliberative dialogue incorporated different levels of involvement for public 
participants—partnership in the planning phase and engagement in the collaborative 
discussions. While this was considered with the collection of data from all planning 
meetings, our data did not capture the formation of the partnership which evidently may 
have enlightened us to additional barriers. As clearly noted in the PPI literature, the 
formative stage and partnership level of participation are more likely to evoke negative 
provider attitudes and result in the suppression of public participants’ knowledge as valid.  
4.6  Conclusion 
This thesis reports the evaluation of a novel deliberative dialogue context and situates 
these findings within the larger PPI literature. The results of the case study explore in 
detail who influenced the decisions to adjust the typical deliberative dialogue model, 
why, and what those adjustments were, in an effort to add contextualization to the 
literature for future comparisons. This case study represents an important start in 
identifying where these processes might lead and demonstrates the impact they can have, 
as well as the importance of reporting them. 
This thesis contributed to two significant gaps in the PPI literature. First, literature about 
how best to engage public participants and the process of involvement is sparse and 
vague. Following the process of involvement and the impact that tenant involvement had 
throughout the INSPIRE deliberative dialogue, I was able to draw parallels to facilitators 
and barriers in the PPI literature with detailed reports about how decisions were made and 
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implemented. Second, deliberative dialogues were explored as a means of PPI, which is 
significant to both deliberative dialogue and PPI literature. PPI is rarely recorded in the 
deliberative dialogue literature and in cases that it has been, the focus has not been on the 
aspect of public participant involvement (Daya, 2017). The application of PPI principles 
to this process ensure that public participants are recognized as a unique stakeholder 
group with diverse needs and power dynamics, necessitating careful consideration and 
purposeful accommodation to facilitate the most effective and sustainable collaboration. 
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Appendices  
 
Appendix A: Search Strategy for Literature Review 
 
Keywords  MEDLINE Embase PsycINFO CINAHL Cochrane Library 
Population (Patients and/or Public) 
Patient* 
exp Patients/ exp patient/ exp Patients/ (MH "Patients+") MeSH descriptor: 
[Patients] explode all trees 
Public      
Consumer*    (MH "Consumers")  
Citizen*      
Client*   exp Clients/   
(carer* or caregiver* or "care 
giver*" or "care-giver*"). 
exp Caregivers/ exp caregiver/ exp Caregivers/ (MH "Caregivers") MeSH descriptor: 
[Caregivers] explode all 
trees 
Lay 
 exp lay health 
worker/ 
   
Service user*      
Type of Involvement 
Involv*      
Collaborat* 
   (MH "Collaboration") MeSH descriptor: 
[Intersectoral 
Collaboration] explode all 
trees 
Particip*   participation/   
Consult*      
Engag*      
("co-design*" or "co design*" or 
"codesign*") 
     
 ("co-create" or "co-creation" or 
"co-created" or "co create" or "co 
creation" or "co created" or 
cocreate or cocreation or 
cocreated) 
     
("co-produc*" or "co produc*" or 
coproduc*) 
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“Patient and Public Involvement” 
“patient and public involvement”      
“public and patient involvement”      
“patient participation” 
exp Patient 
Participation/ 
exp patient 
participation/ 
  MeSH descriptor: [Patient 
Participation] explode all 
trees 
 
Community 
Participation/ 
Exp community 
participation/ 
exp client 
participation/ 
(MH "Consumer 
Participation") 
MeSH descriptor: 
[Community Participation] 
explode all trees 
Impact of Involvement (Service Delivery & Design) 
Delivery 
exp Delivery of 
Health Care/ 
exp health care 
delivery/ 
exp Health Care 
Delivery/ 
(MH "Health Care 
Delivery, Integrated") 
OR (MH "Health Care 
Delivery+") 
MeSH descriptor: [Delivery 
of Health Care] explode all 
trees 
Design*      
Develop* 
   (MH "Program 
Development+")  
 
“quality improvement*” 
exp Quality 
Improvement/ or 
exp "Quality of 
Health Care"/ 
Exp health care 
quality/ 
Exp “Quality of 
Services”/ or exp 
“Quality of Care”/ 
(MH "Quality 
Improvement+") OR 
(MH "Quality of Health 
Care+") OR (MH 
"Quality Assessment+") 
MeSH descriptor: [Quality 
Improvement] explode all 
trees OR MeSH descriptor: 
[Quality of Health Care] 
explode all trees OR MeSH 
descriptor: [Quality 
Assurance, Health Care] 
explode all trees 
("resource allocation" or 
"allocation of resources") 
exp Resource 
Allocation/ 
Exp resource 
allocation/ 
Exp Resource 
Allocation/ 
(MH "Resource 
Allocation+") OR (MH 
"Health Resource 
Allocation") 
MeSH descriptor: 
[Resource Allocation] 
explode all trees 
(planning or planned or plan or 
plans) 
   (MH "Program 
Planning") 
MeSH descriptor: [Health 
Plan Implementation] 
explode all trees 
Reform* 
Health Care 
Reform/ 
 Exp Health Care 
Reform/ 
(MH "Health Care 
Reform+") 
 
MeSH descriptor: [Health 
Care Reform] explode all 
trees 
Setting (Health or Social Care) 
“public health” 
exp Public Health/ Exp public health/ Exp Public Health/ (MH "Public Health+") MeSH descriptor: [Public 
Health] explode all trees 
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("primary care" or "primary 
health care" or “primary medical 
care”) 
exp Primary Health 
Care/ 
Exp primary medical 
care/ or exp primary 
health care/ 
exp Primary 
Health Care/ 
(MH "Primary Health 
Care") 
MeSH descriptor: [Primary 
Health Care] explode all 
trees 
("health care" or "healthcare" or 
“health service*”) 
exp Health 
Services/ 
Exp health care/ or 
exp health service/ 
exp Health Care 
Services/ 
(MH "Health Care 
Industry") OR (MH 
"Preventive Health 
Care+) 
MeSH descriptor: [Health 
Services] explode all trees 
(“social care” or “social service*”) 
 Exp social care/ exp Social 
Services/ 
 MeSH descriptor: [Mental 
Health Services] explode all 
trees OR MeSH descriptor: 
[Community Mental Health 
Services] explode all trees 
("mental healthcare" or "mental 
health care" or "mental heath 
service*") 
exp Community 
Mental Health 
Services/ or exp 
Mental Health 
Services/  
Exp mental health 
service/ or exp 
mental health care/ 
or exp community 
mental health 
service/ 
exp Community 
Mental Health 
Services/ or exp 
Mental Health 
Services/ 
(MH "Community 
Mental Health 
Services+") 
 
Review Type 
“systematic review*” 
exp Systematic 
Review/ 
“systematic review”/ exp "Systematic 
Review"/ 
(MH "Systematic 
Review") 
Concept not applicable 
“scoping review*”    (MH "Scoping Review") 
“narrative review*”     
“critical review*”     
("meta-analysis" or "meta-
analyses" or "meta analysis" or 
"meta analyses") 
exp Meta Analysis/ Exp meta analysis/ exp Meta 
Analysis/ 
(MH "Meta Analysis") 
      
Databases without subject headings: The Campbell Collaboration; Health Evidence 
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Concepts by key words only:  
 
AND 
O
R
 
Population Type of Involvement Impact of 
Involvement  
Setting Review Type 
(patient* or public* or 
consumer* or citizen* or 
client* or carer* or caregiver* 
or "care giver*" or "care-
giver*" or lay or "service 
user*") 
 
(involv* or collaborat* or 
participat* or consult* or engag* 
or "co-design*" or "co design*" 
or "codesign*" or "co-create" or 
"co-creation" or "co-created" or 
"co create" or "co creation" or 
"co created" or cocreate or 
cocreation or cocreated or "co-
produc*" or "co produc*" or 
coproduc*)  
(delivery or design* 
or develop* or 
"quality 
improvement*" or 
"resource allocation" 
or "allocation of 
resources" or plan or 
plans or planning or 
planned or reform*)  
 
("public health" or "primary 
care" or "primary health care" 
or "primary medical care" or 
"health care" or "healthcare" 
or "health service*" or "social 
care" or "social service*" or 
"mental healthcare" or "mental 
health care" or "mental heath 
service*")  
 
("systematic review*" or 
"scoping review*" or 
"narrative review*" or 
"critical review*" or 
"meta-analysis" or 
"meta-analyses" or 
"meta analysis" or "meta 
analyses")  
 
“Patient and Public Involvement” 
("patient and public involvement" or "public and patient 
involvement" or "public involvement" or "patient involvement")  
 
 
Search string of key words only: 
(((patient* or public* or consumer* or citizen* or client* or carer* or caregiver* or "care giver*" or "care-giver*" or lay or "service user*") ADJ4  (involv* or collaborat* 
or participat* or consult* or engag* or "co-design*" or "co design*" or "codesign*" or "co-create" or "co-creation" or "co-created" or "co create" or "co creation" or 
"co created" or cocreate or cocreation or cocreated or "co-produc*" or "co produc*" or coproduc*)) OR ("patient and public involvement" or "public and patient 
involvement" or "public involvement" or "patient involvement")) AND (delivery or design* or develop* or "quality improvement*" or "resource allocation" or 
"allocation of resources" or plan or plans or planning or planned or reform*)  AND ("public health" or "primary care" or "primary health care" or "primary medical care" 
or "health care" or "healthcare" or "health service*" or "social care" or "social service*" or "mental healthcare" or "mental health care" or "mental heath service*")  
AND ("systematic review*" or "scoping review*" or "narrative review*" or "critical review*" or "meta-analysis" or "meta-analyses" or "meta analysis" or "meta 
analyses")  
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Appendix B: Barriers and Facilitators to PPI in Service 
Delivery and Design 
 
Barriers Overly complex discussions (Bombard et al., 2018; Djellouli et al., 2019; Kovacs Burns et al., 2014; 
Liang et al., 2018; van Deventer et al., 2015) 
Expense and resources (Goodhew et al., 2019; Kovacs Burns et al., 2014; van Deventer et al., 2015) 
Impression of tokenism by public participants (Bombard et al., 2018; Djellouli et al., 2019; Kovacs 
Burns et al., 2014) 
Tokenistic inclusion of public participants (Djellouli et al., 2019; van Deventer et al., 2015) 
Inclusion of proxy group in place of patients (Bombard et al., 2018) 
Lack of public participants’ trust in the process or intentions (Djellouli et al., 2019; Kovacs Burns et 
al., 2014) 
Lack of clarity on the roles, objectives, responsibilities (Bombard et al., 2018; Kovacs burns et al., 
2014; van Deventer et al., 2015) 
Lack of feedback about how public participants’ input was used (Djellouli et al., 2019) 
Lack of follow-up with public participants (Bombard et al., 2018) 
Lack of public participant commitment (Bombard et al., 2018; Kovacs Burns et al., 2014) 
Lack of public participant confidence (Bombard et al., 2018; Goodhew et al., 2019; Kovacs Burns et 
al., 2014; van Deventer et al., 2015) 
Lack of public participants’ mobility to access meetings (Kovacs Burns et al., 2014; van Deventer et 
al., 2015) 
Previous or existing patient-provider relationship (Bombard et al., 2018; Kovacs Burns et al., 2014) 
Bias from provider- or patient-led recruitment; hierarchical structures and ‘cliques’ in public 
participants (Bombard et al., 2018; Goodhew et al., 2019; van Deventer et al., 2015) 
Effort needed by public participants to be involved (van Deventer et al., 2015) 
Engagement conducted by outside consultative group rather than decision-makers/organization 
(Bombard et al., 2018) 
Ethical concerns with obtaining consent from patients with disabilities (Bombard et al., 2018) 
Lack of transparency about solutions proposed to public participants (Djellouli et al., 2019) 
Lack of response or plans to address issues raised by public participants (Bombard et al., 2018) 
No clear direct personal benefit to public participants (Kovacs Burns et al., 2014) 
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Participation/involvement fatigue (Goodhew et al., 2019; Kovacs Burns et al., 2014) 
Policies and procedures misaligned with recommendations or outcomes of PPI (Bombard et al., 2018) 
Power imbalance (Goodhew et al., 2019; van Deventer et al., 2015) 
Poor organizational or governmental commitment and support (Goodhew et al., 2019) 
Meeting times conflict with public participants’ day jobs (Kovacs Burns et al., 2014) 
Public participants not representative of target population (Goodhew et al., 2019) 
Previous or existing patient-provider relationship (Bombard et al., 2018; Kovacs Burns et al., 2014) 
Sample bias (Bombard et al., 2018; Goodhew et al., 2019; Kenny et al., 2014; Kovacs Burns et al., 
2014; van Deventer et al., 2015) 
Staff turnover (Goodhew et al., 2019) 
Time-intensive commitment (Bombard et al., 2018; Goodhew et al., 2019; Kovacs Burns et al., 
2014); van Deventer et al., 2015) 
Training decreases collaboration (van Deventer et al., 2015) 
Provider skepticism about public participants’ commitment, capabilities, or value (Bombard et al., 
2018; Djellouli et al., 2019; Goodhew et al., 2019;  Kovacs Burnes et al., 2014; van Deventer et al., 
2015) 
Public participants’ views seen as illegitimate (Goodhew et al., 2019) 
Provider fear of strong public participant views (Goodhew et al., 2019) 
Providers fear loss of authority (Bombard et al., 2018; Goodhew et al., 2019; Kovacs Burns et al., 
2014; van Deventer et al., 2015) 
Facilitators 
 
 
 
 
 
 
 
 
 
 
Accessible language (Djellouli et al., 2019) 
Adequate resources (Goodhew et al., 2019; Pagatpatan & Ward, 2017) 
Clarify objectives, roles, and expectations of public participants (Bergerum et al., 2014; Bombard et 
al., 2018; Djellouli et al., 2018; Goodhew et al., 2019; Kenny et al., 2014; Sandvin Olsson et al., 
2020) 
Ensuring public participants have an equal voice (Bombard et al., 2018) 
Public participants comment on problems but do not provide solutions (Liang et al., 2018) 
Feedback loop of accepted and rejected ideas (Goodhew et al., 2019; Pagatpatan & Ward, 2017) 
Empower members to share (Bergerum et al., 2014; Sandvin Olsson et al., 2020) 
Establish mutual respect among all stakeholders (Sandvin Olsson et al., 2020) 
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Flexibility in approach, design, aim, outcomes, engagement level (Bombard et al., 2018; Sandvin 
Olsson et al., 2020) 
Recruitment through known channels or relationships (Bombard et al., 2018) 
Comfortable setting (Bombard et al., 2018; Sandvin Olsson et al., 2020) 
Explore divergence in values (Sandvin Olsson et al., 2020) 
Commitment from organization or executive level (Bombard et al., 2018; Sandvin Olsson et al., 
2020; van Deventer et al., 2015) 
Compensation (Bombard et al., 2018; Kovacs Burns et al., 2014) 
Diverse representation (Bombard et al., 2018; Kenny et al., 2018; Kovacs Burns et al., 2014) 
Emphasize commitment to patients (Bombard et al., 2018) 
Engagement in all stages (Bergerum et al., 2014; Bombard et al., Kovacs Burns et al., 2014; van 
Deventer et al., 2015) 
Facilitation (Bergerum et al., 2014; Bombard et al., 2018; Sandvin Olsson et al., 2020; van Deventer 
et al., 2015) 
Higher proportion of patients to staff (Bombard et al., 2018) 
Identify resources for implementation (Pagatpatan & Ward, 2017; Sandvin Olsson et al., 2020) 
Leadership action in response to recommendations (Bombard et al., 2018; Pagatpatan & Ward, 2017) 
Mediating bodies to transform input into action (Pagatpatan & Ward, 2017) 
Plans for change presented by clinician or provider, not manager (Djellouli et al., 2019) 
Public participants understand the process and problem (Pagatpatan & Ward, 2017) 
Receptive contexts (including democratic dialogue and narratives) (Bombard et al., 2018; Sandvin 
Olsson et al., 2020) 
Regular meetings (Sandvin Olsson et al., 2020) 
Regularly update larger community (Bombard et al., 2018) 
Supportive attitude from professional stakeholders, organizational culture (Goodhew et al., 2019)  
Tangible goals and outcomes (Djellouli et al., 2019; Pagatpatan & Ward, 2017; Sandvin Olsson et al., 
2020) 
Training for all involved (Bombard et al., 2018; Pagatpatan & Ward, 2017; Sandvin Olsson et al., 
2020) 
Willingness to listen to public participants regardless of substance (Pagatpatan & Ward, 2017) 
Ensuring public participants have an equal voice (Bombard et al., 2018) 
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Trust and bonding among team (Sandvin Olsson et al., 2020) 
Debrief public participants (Bombard et al., 2018) 
Enable public participants to set agenda (Bombard et al., 2018) 
Engagement occurs prior to decision-making (Bombard et al., 2018; Djellouli et al., 2019) 
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Appendix C: Small Group Facilitation Guide 
 
 
FACILITATION GUIDE  
 
The role of the facilitator is to help participants explore the 
issue. To do this, you will: 
• Read the “issue” and a brief summary of the potential 
solutions. 
• Pose questions to the group to direct the conversation. 
• Ensure that the conversation remains respectful and on-topic. 
• Ensure that the tenants are comfortable. If any participants 
use jargon or acronyms that others may not understand, ask 
them to explain or re-phrase their idea in case tenants are not 
comfortable asking.  
• Record the consensus of question 6 on chart paper. 
 
You will have: 
• A “Small Group Facilitation Guide” for each of the two 
sessions you are facilitating. Each provides a basic script and 
notes/prompts. 
• The “Executive Summary” that gives a one-page summary of 
each issue and its potential solutions 
• The “Research Summary” that provides details of each 
solution.  
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 Topic ONE: COMMUNICATION 
Facilitation note: the following bolded sections are script to be read 
aloud; indented, italicized sections are facilitation notes and probes.  
The “issue” we’re discussing is: What strategies have been 
successful to improve communication between service providers and 
tenants and enhance access to and use of health and social 
services? 
Facilitation note: BRIEFLY remind participants that there are 40 minutes 
for discussions and multiple questions to get through; to be respectful of 
others’ opinions and experiences; that it is okay if anyone needs to 
leave the table to join the relaxation room at any point. 
Have a copy of the full research summary open to this issue. If at any 
point participants ask about an aspect of a proposed solution and none 
have the answer from research, or if participants are speculating on an 
aspect that is clarified in the research summary, read the appropriate 
detail/answer from the document. 
 
Research shows that in similar contexts, effective solutions are:  
1. Employing a tenant to coordinate and connect tenants with 
services.  
2. Creating individualized tenant healthcare goals and providing 
assistance working toward achieving them. 
3. Creating service partnerships with public housing. 
Facilitation note: at this time if anyone has specific questions or needs 
clarification about the strategies as they are proposed by the research, 
you may refer to the statistics and details in the full research summary. 
This is not a time to discuss the suitability or flaws of the solutions, but 
clarify details about the solutions themselves.  
 
Discussion Questions: 
Facilitation note: it is okay if at any point the group seems to come to 
consensus that one solution is not viable and they would not like to 
explore it further. Additionally, it is encouraged for participants to mix-
and-match components of solutions or propose new solutions.  
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1. BREIFLY DISCUSS: What is already being done from these 
proposed solutions in [BUILDING NAME]? 
 
2. What are barriers to attending these programs/participating in 
these solutions? (This could be either for programs that have been 
identified to exist in question one, or hypothetical solutions that are 
proposed in the research but not yet implemented).  
 
3. Will these solutions be helpful here? Do these solutions seem 
viable/reasonable/usable in BUILDING NAME]? What would have 
to be changed about the approach used in the research? 
 
4. If the solution has already been tried… 
a. and failed, what was unsuccessful about it? What would 
need to be different? 
b. and was/is successful, what helpful aspects might have 
facilitated its success? Could they be used in the other 
solutions/programs? 
 
5. BUILDING NAME] tenants: what was missed? 
 
6. What solution do we, as a group, decide is the best for BUILDING 
NAME]? 
 
Facilitation note: There will not likely be complete consensus, but try to 
have the group summarize the best one or two suggestions that can be 
reported back to the large group to be voted on. If it was not made clear 
throughout the discussion or answers to question 6, ask why this is the 
best solution (facilitators, methods around barriers, past experiences, 
resources, etc.). Record the solution(s) on chart paper.
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Appendix D: Issue Brief Title Page, Table of Contents, and 
Executive Summary 
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BUILDING COLLABORATION AND THE SOCIAL ENVIRONMENT 
FOR THE [BUILDING NAME] COMMUNITY 
 
 
 
 
 
 
Prepared by: Ruta Valaitis, Rebecca Ganann, Anita Kothari, Tiffany 
Scurr, Elizabeth Orr, Nancy Murray, Gina Agarwal, Amanda Terry 
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EXECUTIVE SUMMARY 
The INSPIRE Project 
○ [BUILDING NAME] consists of two residential subsidized 
apartment buildings in [CITY, PROVINCE] ([ADDRESSES OF 
BOTH BUILDINGS]). The goal of this project is to enhance the 
health of the [BUILDING NAME] community by improving 
collaboration and relationships between the tenants of 
[BUILDING NAME], public health, housing, primary care, and 
other health and social care sectors.  
○ Phase I of the project involved developing a Community 
Health Profile of [BUILDING NAME] which describes the 
health status, needs and assets of [BUILDING NAME] tenants.  
○ Phase II involves a deliberative dialogue aimed at discussing 
solutions to address the health disparities in [BUILDING 
NAME]. 
Deliberative Dialogues 
○ Deliberative dialogues are meetings that involve multiple 
groups of people that have different experiences with and 
relationships to an issue. The dialogue is informed by the 
ideas and knowledge of participants as well as a “research 
summary” of relevant research evidence and possible 
solutions.   
Areas Needing Attention 
○ The goal of this deliberative dialogue is to help improve the 
social environment of [BUILDING NAME], so that social 
engagement is increased, and social isolation is 
decreased. 
○ Four areas needing attention were identified by the 
[BUILDING NAME] Core Working Group based on the 
community profile. These topics will be discussed in the 
context of rent-geared-to-income housing.  
○ Page numbers in the table below refer to pages in the 
community health profile 
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1. What strategies have been successful to improve 
communication between service providers and tenants and 
enhance access to and use of health and social services? 
What’s happening at 
[BUILDING NAME]? 
What possible solutions were found in 
research done elsewhere? 
• [BUILDING NAME]tenants 
experience greater health 
disparities compared to the 
average citizen and access 
emergency health services 
more frequently (p. 11 and 
16) 
•  Some tenants do not 
access health care through 
family doctors because the 
services are deemed 
inaccessible (p.18) 
• Less than half of tenants 
feel comfortable accessing 
on-site health care services 
(p.18) 
  
Potential solutions include: 
• Employing a tenant to coordinate 
services between other tenants and 
service providers/organizations. 
• Potential roles: 
§  delivering flyers to tenants 
§  promoting screening events 
organized and held by service 
providers 
§  assisting tenants in making and 
keeping medical appointments 
§  holding health promotion 
presentations in the building 
§  working one-on-one with other 
tenants to help set health-related 
goals and connect them to 
appropriate services 
• Health organizations may form formal 
partnerships with public housing that 
target under-utilized services. 
• The housing authority may establish a 
formal process for health organizations to 
request a partnership and hold “pop-up” 
information fairs about their services. 
§  staff and tenants sit on the board to 
decide which partnerships are 
approved or suggest how they may 
be modified. 
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2. What are the top ways for service providers to engage tenants 
to ensure that decisions are informed by tenants? 
What’s happening at 
[BUILDING NAME]? 
What possible solutions were found in 
research done elsewhere? 
• [BUILDING 
NAME]tenants have a 
unique set of health 
disparities and needs, 
requiring tailored services 
(p. 12) 
• A number of programs 
and services (health, 
social supports, mental 
health and addictions 
recovery, social and 
recreational) are being 
offered (p. 19) 
• It is difficult for tenants 
when programs are 
offered and then 
suddenly closed (Quote 
on p. 19) 
• Tenants have expressed 
a need for better 
communication between 
tenants and service 
providers (p 8) 
Potential solutions include: 
• Appointing tenants to consultation 
positions. Health organizations or 
housing authorities may set up a 
formal process for applying to hold 
events or programs within the 
community. Selected tenants may sit 
on the decision committee. This allows 
tenants to be involved in decisions 
about services that are offered. They 
can also provide feedback on rejected 
applications. 
• Alternatively, select tenants may 
attend meetings held by an 
organization when a decision is being 
made so that they may contribute 
input. These meetings should be 
informal, welcoming to tenants, and 
serve refreshments.  
• Programs and services are more likely 
to be used by tenants when they have 
been engaged in decisions about 
service delivery. This is because 
tenants can provide insight on what 
the community needs. They can also 
respond to proposed services.  
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3. What strategies have been successful to foster social 
interaction among tenants? 
Social inclusion and social interactions are key determinants of 
health. Lacking social connections put individuals at risk of 
premature mortality[1]. 
What’s happening at 
[BUILDING NAME]? 
What possible solutions were found in 
research done elsewhere? 
• One in five [BUILDING 
NAME] tenants report 
experiencing social 
isolation and 44% that 
completed the profile have 
limited or patchy support 
from friends or family 
members (p.9) 
• Perhaps due to social 
isolation, [BUILDING 
NAME] residents use 
emergency health 
services 2-3 times more 
often than the City of 
[CITY] average (p.2) 
• Mental health visits to the 
emergency room were 
6.5-times higher for 
[BUILDING NAME] 
compared to the City of 
[CITY] average (p.13) 
• Safety and security is a 
major concern among 
tenants. Many do not feel 
safe in their home (51%) or 
in the building (65%). 
Overall only 23% of 
tenants report feeling safe 
and secure (p.8) 
Potential solutions include: 
• Implementing and enhancing 
interventions and activities that target 
social isolation. Such interventions 
should be adaptable, developed with 
input from tenants, both individually 
targeted and group-based, and 
delivered by a qualified professional or 
volunteer (dependant on the type of 
intervention).  
• The CP@clinic program is an example 
of a program in Ontario held weekly by 
paramedics that addresses health risks 
and promotes local health resources 
and increased knowledge of health. It 
also addresses social support and 
loneliness. 
• Other solutions include reducing fear 
and increasing feelings of safety by 
modifying the physical environment 
(removing things that invoke fear, such 
as gates, poor lighting, and graffiti). 
• Another solution includes implementing 
a “community kitchen” program that 
teaches food skills and budgeting while 
providing an opportunity to socialize 
with other tenants. 
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4. What strategies have been successful to address substance 
use and mental health as they contribute to tenants’ social 
isolation? 
What’s happening at 
[BUILDING NAME]? 
What does research done elsewhere 
say? 
• [BUILDING NAME] tenants 
are disproportionately 
burdened by mental health 
and general health 
challenges compared to 
the City of [CITY] average 
(p.11) 
• More than 1 in 2 report a 
mental illness (p.13) 
• They also report higher 
rates of substance use (1 
in 3 tenants struggle with 
substance use) (p.13) 
Potential solutions include: 
• Encouraging supportive 
accommodation where tenants are 
treated with dignity, respect, and 
acceptance by service providers, as 
well as peers, and without stigma 
related to mental health and substance 
use. 
• Implementing features of supported 
accommodation that include person 
centred, recovery- and harm reduction-
oriented approaches, intensive case 
management (where needed), and life 
skills training.  
• Implementing group intensive peer 
support led by case managers to 
reduce substance use and increase 
social quality of life. 
• Separating the work of housing staff 
(property management) from case 
management. This allows residents to 
work with case managers to develop 
an intervention plan for tenants to 
address behaviors related to 
substance use, rather than focusing on 
substance use. This separation can 
reduce the fear of eviction associated 
with discussing substance use and 
increase uptake of supportive services. 
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Appendix E: Deliberative Dialogue Tenant Participant 
Selection Criteria 
 
 
Criteria for Recruitment of the [BUILDING NAME] Tenants  
INSPIRE Project 1C: Building Primary Health Care (PHC) and 
Public Health (PH) Collaboration with and for the Community 
Phase 2 – Deliberative Dialogue (DD) 
Date: Tuesday, May 28th 2019 
Time: 12:00 noon – 4:30 p.m. EST 
Location: [ADDRESS REDACTED     -  
-                                      - 
-                                      - 
 
The [BUILDING NAME] INSPIRE Core Working Group’s guidelines to recruit tenants to 
participate in the DD include the following considerations as much as possible:  
▪ 10 tenants will be invited to attend the DD:  
• 5 tenants living at [BUILDING NAME], [BUILDING ONE ADDRESS]; 
• 5 tenants living at [BUILDING NAME], [BUILDING TWO ADDRESS]; 
▪ Every attempt is to make certain that the selections are inclusive and diverse: 
• Diverse demographics (Age, gender, ethnicity): 
o Male, Female; 
o Age; 
o Race; 
o Physical disabilities; 
• Both employed and non-employed; 
*Additional qualities for consideration include the following:  
▪ Knowledge: Awareness of the [BUILDING NAME]: 
• Challenges; 
• Available resources and supports ~ both in the [BUILDING     NAME] ‘Hub’ and 
community; 
• Tenants who are connected with other BUILDING NAME] tenants and possibly 
external community members;  
▪ Communication & Group Dynamics: 
• Tenants who have good communication skills (listening, understanding, 
adequate articulation); 
• Tenants who are able to work well within the dynamics of a group/team; 
▪ Attitude/Philosophy (Values):  
• Role: Tenants who understand their role as representative and are able to 
be a ‘voice’ for other tenants and their needs;  
• Tenants who value the opportunity to be a tenant representative at the DD 
• Tenants who exhibit positive solution-focussed thinking; 
• Tenants who are passionate about the desire to bring about positive change 
within BUILDING NAME]. 
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Appendix F: Deliberative Dialogue Participant Survey 
 
3) The following statements are 
about the community health 
profile. The community health 
profile is the overview with 
information about [BULDING 
NAME] Residents 
 
Strongly 
Disagree 
Disagree 
 
 
Neutral Agree Strongly 
Agree 
3a The content of the 
[BULDING NAME] 
community health profile is 
presented in an 
understandable way. 
 [  ] [  ] [  ] [  ] [  ] 
 
Please explain: 
 
_____________________________________________ 
 
_____________________________________________ 
 
 
3b The [BULDING NAME] 
community health profile 
contains relevant 
information about the 
 [  ] [  ] [  ] [  ] [  ] 
Phase 2 [BULDING NAME] INSPIRE Study Survey 
 
 
1) Which category best represents your 
role in the [BULDING NAME] 
INSPIRE Core Working Group?  
[  ] Community Resident 
[  ] Social services staff/manager/ director 
[  ] Public health staff/manager/ 
director 
 
[  ] Primary care staff/manager/ 
director 
 
[  ] Other. Explain:   _______________ 
 
2) Are you a member of the [BULDING 
NAME] INSPIRE Core Working 
Group?  
  
 Yes  O    No  O    
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health and well-being of 
[BULDING NAME] residents. 
 
Please explain: 
 
_____________________________________________ 
 
_____________________________________________ 
3c The [BULDING NAME] 
community health profile is 
useful in determining 
priorities in the community. 
 [  ] [  ] [  ] [  ] [  ] 
 
Please explain: 
 
_____________________________________________ 
 
_____________________________________________  
4) On a scale of 1 to 10 what 
rating do you give the 
[BULDING NAME] health 
profile as a whole?  
[1 - worst                                                 10 - best] 
 
1    2    3    4    5    6    7    8    9    10 
 
5) What do you think is good 
about the [BULDING 
NAME] health profile? 
 
_____________________________________________ 
 
_____________________________________________ 
 
 
 
6) What, in your opinion, can 
we do better with the 
[BULDING NAME] health 
profile? 
 
_____________________________________________ 
 
_____________________________________________ 
 
 
7) Have you supplied data to 
the [BULDING NAME] 
health profile? 
 
Yes ⃝         No ⃝ 
8) The next statements are 
about the community 
meeting (deliberative 
dialogue) that took place 
about the [BULDING 
 Strongly 
Disagree 
Disagree Neutral Agree Strongly 
Agree 
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NAME] project on May 28th 
2019.  
 
8a It was easy for me to get to 
(attend) the community 
meeting (deliberative 
dialogue).  
 [  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
_____________________________________________ 
 
_____________________________________________ 
8b I feel that I was well 
prepared to participate in 
the community meeting 
(deliberative dialogue). 
 [  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
_____________________________________________ 
 
_____________________________________________ 
8c  
It was helpful to have the 
community meeting 
(deliberative dialogue)  
informed by the pre-
circulated issue brief. 
 [  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
_____________________________________________ 
 
_____________________________________________ 
8d The discussion at the 
community meeting 
(deliberative dialogue) was 
easy for me to understand. 
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
_________________________________________ 
 
__________________________________________ 
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8e I feel that my ideas were heard 
at the community meeting 
(deliberative dialogue).  
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
__________________________________________ 
 
__________________________________________ 
8f I feel that my participation in 
the community meeting 
(deliberative Dialogue) was 
valued. 
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
__________________________________________ 
 
__________________________________________ 
8g I could easily read and 
understand all of the 
documents needed for me to 
participate in the community 
meeting (deliberative 
dialogue)   
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
__________________________________________ 
 
__________________________________________ 
8h In the community meeting 
(deliberative dialogue), the 
right people were involved to 
think about health and 
wellness for [BULDING NAME]’ 
residents. 
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
__________________________________________ 
 
__________________________________________ 
8i The community meeting 
(deliberative dialogue) was 
useful for identifying barriers 
[  ] [  ] [  ] [  ] [  ] 
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that may make potential 
solutions hard to put in place. 
  
Please explain: 
 
__________________________________________ 
 
__________________________________________ 
8j  
It is clear how outcomes of the 
community meeting 
(deliberative dialogue) can be 
used for follow-up activities 
(such as community action) 
 
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
__________________________________________ 
 
__________________________________________ 
8k  
It was helpful to have the 
opportunity to discuss 
different features of the 
problem, including (were 
possible) how it affects 
particular groups. 
[  ] [  ] [  ] [  ] [  ] 
  
Please explain: 
 
___________________________________________ 
 
___________________________________________ 
 
8l It was helpful to have an 
engaged facilitator to assist 
with the community meeting 
(deliberative dialogue). 
[  ] [  ] [  ] [  ] [  ] 
 
Please explain: 
 
___________________________________________ 
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___________________________________________ 
 
8m It was helpful that the 
community meeting 
(deliberative dialogue) used a 
confidentiality code 
(participants know that the 
identity speaker will not be 
revealed) to allow for frank, 
off-the-record deliberations. 
[  ] [  ] [  ] [  ] [  ] 
 
Please explain: 
 
___________________________________________ 
 
___________________________________________ 
 
 
8n It was helpful that consensus 
was encouraged in deliberative 
dialogue – community 
meeting. 
[  ] [  ] [  ] [  ] [  ] 
Please explain:  
___________________________________________ 
 
___________________________________________ 
  
9) On a scale of 1 to 10 circle 
what rating do you give the 
community meeting 
(deliberative dialogue) as a 
whole? 
[1 - worst                                             10 - best] 
1    2    3    4    5    6    7    8    9    10 
 
10) What was good about the 
community meeting 
(deliberative dialogue?  
 
___________________________________________ 
 
___________________________________________ 
11) What could have been 
improved in the community 
meeting (deliberative 
dialogue)? 
 
___________________________________________ 
 
___________________________________________ 
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12) How did you feel about the following stakeholders’ participation in the community 
meeting (deliberative dialogue)? 
Policy Makers:  
_________________________________________________________________________ 
 
_________________________________________________________________________ 
Service Providers:  
_________________________________________________________________________ 
 
_________________________________________________________________________ 
Residents: 
       _________________________________________________________________________ 
 
_________________________________________________________________________ 
 Researchers:        
       _________________________________________________________________________ 
 
_________________________________________________________________________ 
13)  Are you going to work with 
concrete actions in response to 
the community meeting 
(deliberative dialogue)?  
 
 
Yes  O    Maybe  O    No  O 
Please explain: 
___________________________________________ 
 
___________________________________________ 
 
14) Do you have any additional 
comments? 
 
Please explain: ___________________________________________ 
 
___________________________________________ 
 
___________________________________________ 
 
Thank you for your time in completing this survey. Your input is valued. 
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Appendix G: Focus Group Guides 
 
Building Collaboration for an Integrated Plan for the [BUILDING NAME] Community 
Focus Group/Interview Guide Phase II 
 
Researcher’s Copy 
 
PHASE II:  Deliberative Dialogue 
ID Number for Interview/Focus group: ________________________________________ 
Thank-you for agreeing to participate in an interview today. We are interested in hearing 
your views on the collaboration that worked together to plan and conduct the 
deliberative dialogue for the “Building Collaboration for an Integrated Plan for the 
[BUILDING NAME] Community” project.  We also want to hear your thoughts on the how 
deliberative dialogue worked and what impacts you think it has had, if any.   
 
I will start by asking a few questions to get to know you know you better.   
PART A:  BACKGROUND 
(1) Which of the following statement best describes you?  
a. I live in [BUILDING NAME] 
b. I am a resident volunteer in [BUILDING NAME] 
c. I am an employee of an organization that serves residents living in 
[BUILDING NAME] (skip to question 4) 
d. Other: Explain ______________________________ (skip to question 4) 
 
(2) How long have you lived in [BUILDING NAME]?  
a. Less than 1 year  
b. 1 - 2 years 
c. 3- 5 years 
d. 6 -10 years 
e. More than 10 years 
f. I don’t know 
 
(3) How much longer do you plan on living in [BUILDING NAME]? 
a) Less than 1 year  
b) 1 - 2 years 
c) 3- 5 years 
d) 6 -10 years 
e) More than 10 years 
f) I don’t know 
 
(4) What type of organization do you work at? 
a) Public Health Department 
b) Primary care organization (Family health team, shelter health) 
Go to PART B 
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c) Social Services agency (e.g., ODSP, Ontario Housing) 
d) Community organization or group (HARPS, Seniors Centre) 
e) Municipal government 
f) Other.  Please 
explain____________________________________________ 
 
(5) What is your current role in this organization?  
 
(6) How long have you worked in your current organizational role?  
a) Less than 1 year  
b) 1 - 2 years 
c) 3- 5 years 
d) 6 -10 years 
e) more than 10 years 
f) Not applicable  
 
(7) What, if any, services have you provided to residents of [BUILDING NAME] in the 
past 30 days?  If no services provided, skip to question 8.   
a) Service 1: ___________________________________________________ 
b) Service 2:____________________________________________________ 
c) Service 3:____________________________________________________ 
d) Service 4:____________________________________________________ 
e) Service 5:____________________________________________________ 
f) Service 6:____________________________________________________ 
 
Part B. 
We are interested in learning about your experience with planning, delivering and/or 
participating in the deliberative dialogue by the core team in the collaboration. This 
was the large group meeting where we shared the community health profile with 
others and made plans for next steps. The meeting took place on [insert date].  As you 
might recall, the deliberative dialogue involved community stakeholders (i.e., 
residents, peer supports, service providers, other community providers and decision-
makers, municipal and regional policy makers, and researchers).  Plans were made for 
next steps. 
 
(1) Can you tell me about your experience in planning for the deliberative dialogue 
with the team in the collaboration? (Probes: what worked or did not work in 
planning; degree of participation of by all team members) 
 
(2) Can you tell me about your experience in the deliberative dialogue (or group 
meeting on X date held)?  (Probes:  key takeaway messages, positive aspects, 
negative aspects, expected events, unexpected events, level of participation) 
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(3) What, if anything, happened because of the deliberative dialogue (or group 
meeting on date held)? (Probes:  knowledge gained, relationships formed, 
personal or organizational changes made, frustration, disappointment, success)  
 
(4) What is your understanding about the plans to next action steps for [BUILDING 
NAME] or elsewhere based on the results of the deliberative dialogue?   
 
(5) How confident are you that the next steps will come to be? Why? (probes: 
leaders identify to move forward, written plans shared with others, trust in 
partnership)  
 
(6) What, if anything, should happen next? (probes:  who, where, when, how) 
 
(7) What, if anything, would have made the deliberative dialogue (or group meeting 
on date held) a better experience for you?   
 
(8) How do you feel the involvement of [BUILDING NAME] residents shaped or 
impacted the deliberative dialogue or the planning process? (Probes: positive 
aspects, negative aspects, how they think the dialogue would have been 
different without the [BUILDING NAME] residents) 
 
(9) Is there anything else that you would like to share or describe/comment on the 
deliberative dialogue (or group meeting on date held) that we haven’t already 
discussed? 
 
That is the end of my questions.  Thank-you again for your participation.  Your 
contributions to this study are greatly appreciated. 
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Building Collaboration for an Integrated Plan for the [BUILDING NAME] 
Community 
Focus Group/Interview Guide Phase II – Time 2 
 
Researcher’s Copy 
 
PHASE II:  Deliberative Dialogue 
 
ID Number for Interview/Focus group: ________________________________________ 
 
Part A: Refer to Focus Group/Interview Guide Phase II – Time 1 
 
Part B. 
As you might recall, the deliberative dialogue involved community stakeholders (i.e., 
residents, peer supports, service providers, other community providers and decision-
makers, municipal and regional policy makers, and researchers).  Plans were made for 
next steps.  We are interested in knowing about any actions that have happened from 
that meeting. We are also interested in knowing about the collaboration and if it has 
been maintained.   
 
 
(1) Can you recall what were some of actions plans from the deliberative dialogue? (or 
group meeting on X date held)?  (Probes:  actions, activities, events) 
 
(2) What, if anything, has happened because of the deliberative dialogue (or group 
meeting on date held)? (Probes: actions completed, planned, or dropped)  
 
(3) What has not happened that was planned, if anything, and why? 
 
(4) What is your understanding about any new plans or actions for [BUILDING NAME] or 
elsewhere in the City or beyond since the deliberative dialogue?   
 
(5) How confident are you that these next steps will come to be? Why? (probes: leaders 
identify to move forward, written plans shared with others, trust in partnership)  
 
(6) Is there anything else that you would like to share or describe/comment on the 
deliberative dialogue (or group meeting on date held) that we haven’t already 
discussed? 
 
That is the end of my questions.  Thank-you again for your participation.  Your 
contributions to this study are greatly appreciated. 
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Appendix H: Ethics Approval 
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Appendix I: Timeline of Major Deliberative Dialogue Action 
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Appendix  J: Deliberative Dialogue Agenda
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